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Notes and Comments 


BERTRAM MANDELBROTE, B.Sc., M.B., M.R.C.P., D.P.M. 


An experiment 


in the rapid conversion 


of a closed mental hospital 


into an open-door hospital 


The importance and therapeutic value of 
the “atmosphere” in a mental hospital com- 
munity has been increasingly recognised, 
depending on improving mutual trust be- 
tween staff and patient, and necessitating 
a change of roles for both nurse and patient. 
It is felt that keys and locked doors, rail- 
ings and fences do much to destroy this 
relationship and perpetuate anxieties and 
insecurities felt towards one another. The 
paranoid patient feels more resentful, the 
recent admission more afraid of entry into 
the mental hospital; there is a challenge 
for the more rebellious and the long-stay 
patient tends to become isolated and 
dependent. 

In view of this several physician super- 
intendents have proceeded with the experi- 
ment of unlocking the doors of the mental 
hospital, and at least four mental hospitals 
in Britain have opened all the doors and 
dispensed with locking procedure through- 
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out the day. Rees (1, 2, 3) at Warlingham 
Park was one of the first to emphasise the 
importance of a therapeutic community in 
which open doors were a vital part of the 
concept, and for several years this hospital 
has managed with two locked doors, which 
have more recently also been opened 
(thereby completing an experiment of 20 
years’ duration). 

Bell (2, 3, 4) at Dingleton Hospital in 
Scotland, MacMillan (2, 3) at Mapperly 
Hospital in Nottingham and Stern (5) at the 
Central Hospital, Warwick, have also un- 
locked all the doors of their mental hospi- 
tals. In these hospitals the procedure was in- 
troduced very cautiously and over many 
years. It was constantly emphasised that un- 
locking the doors was the last procedure to 
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be adopted after due attention had been 
given to the occupational organisation of 
the patients and the re-education of the 
nursing staff. 


PROJECT 


This experiment was conceived after ex- 
periencing the therapeutic benefit to pa- 
tients living under these conditions, where 
their positive assets were utilised and much 
emphasis was placed on mutual trust. In 
many respects Coney Hill and Horton Road 
were ideal hospitals for this project. They 
had been run as completely closed hospitals 
with a rigid policy of separation of the 
sexes and were very overcrowded. Little 
attention was paid to social and cultural 
aspects and morale was at a low ebb, al- 
though from the point of view of physical 
treatments a moderately high standard had 
been maintained. 

At these two hospitals there were 1,436 
patients (746 at Horton Road and 690 at 
Coney Hill) 1 in accommodations for 1,220. 
The staff consisted of 6 medical officers, in- 
cluding the physician superintendent, and 
201 nurses of whom 65 were part-time (a 
nurse/patient ratio of 1 to 7). Patients 
were equally divided throughout the two 
hospitals and at that time new admissions 
and placings depended on whether the 
patient was seen by the superintendent, 
who was based at Horton Road Hospital, 
or his deputy at Coney Hill (these were 
the only two consultants on the staff). As 
a result the populations of the two hospitals 
were very similar, both containing their pro- 
portion of chronic schizophrenics, geriatric 
and epileptic problems, which constitute 


1The figures now are 1,325 (590 at Horton Road, 
735 at Coney Hill) in accommodations for 1,304, 
with a staff of 10 medical officers. 
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the greater segment of patients in niet 
hospitals in Britain. Both hospitals we 
old. Horton Road, situated in the city d 
Gloucester, was built in 1824 and for ma 
years had been regarded as unsuitable fi 
its function as a mental hospital, on a 
count of its antiquated building. Thei 
were long corridor wards, labyrynthine paf 
sages some below ground level, stone stai 
cases, inadequate heating facilities and al 
sence of dormitory and day space. TH 
entertainment hall had been occupied wit 


many patients had been evacuated here 
sulting in overcrowding. No classificatio 
of patients was considered possible on af 
count of the overcrowding and shortage @ 
staff. Large quantities of sedation wef 
used. Many patients were confined to bed 
others were in bed by 7 p.m. and in somf 
instances patients started putting them 
selves to bed by 4:30 p.m. 


HOSPITAL SETTING 


Horton Road has 36 acres of ground ami 
is situated in very close proximity to ti 
city general hospital near the heart of i 
highly industrialised city with a railwa 
junction adjacent to the hospital. Iti 
surrounded by a thickly populated workin 
class area on the one side and a slighi 


the other. A major road passes the froti 
gates of the hospital, and the front door 
set back not more than 30 yards from ti 
roadway. 

Coney Hill, the sister hospital under t 
same management, is a little more thêl 
two miles away in a more picturesque TU! j 
setting with 230 acres of farm land ai 
the Cotswold and Malvern Hills in 4 
distance. It too is very close to the ch 
and adjoins a housing estate, but i 


rounds are such that it has a rural at- 
nosphere. It was built in 1883. Its con- 
truction is typical of the mental hospitals 
f this late Victorian period, of which there 
re many in England, and it more closely 
esembles some of the hospitals which have 
lready opened their doors. 

These two hospitals serve the county of 
sloucestershire (except for its extreme east- 
rn boundary) with a population of 412,000 
eople in an area of 1,100 square miles. 
“he staff of these hospitals provide the 
sychiatric services for the county in con- 
unction with the medical health services 
f the local authority, which staff the child 
uidance unit. In addition there are six 
uly authorised officers who supervise 
iental defectives in the community and 
re called in to deal with acute behavioural 
roblems which may require observation. 

This experiment was started in May 1956 
nd was made more feasible by three favour- 
ble aspects: 


Two new units adding accommodation 
or 84 patients were completed at the com- 
lencement of the experiment. 


A change of hospital policy was antici- 
ated, 


The hospital was serving a local com- 
unity, and was concerned with providing 

complete psychiatric service for this 
ommunity. 
Before any real change could be effected 
1 attitude and morale, and before hos- 
ital doors could be opened, two important 
ages in the experiment had to be planned: 


The proper classification of patients. 


The organisation of better social inter- 
ction between members of the hospital 
apan both patients and staff. Spe- 


al consideration had also to be given to 
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the organisation of the patients day, 
especially in relation to occupation. Finally, 
there was the problem of educating the 
community to a change of policy in the 
treatment of mental illness. 


CLASSIFICATION 


Overcrowding and shortage of staff had 
handicapped classification very gravely in 
the past but did not by any means make 
this impossible. A form of classification 
along behavioural lines was designed. The 
concept of an admission ward was dis- 
pensed with, and patients were classified 
in behavioural categories before admission 
to hospital. Behaviour also determined 
movement from one ward to the next, after 
the classification had been completed. 
(This necessitated a better liaison between 
general practitioners, local authority of- 
ficers and facilities for a better out-patient 
service and more domiciliary consultation, 
which is steadily being improved and ex- 
tended.) Each unit was then divided into 
small groups under the special supervision 
of a nurse, who planned the patients’ days 
with the assistance of ward doctor and 
sister ê in charge of the ward. Each ward 
sister compiled a list of her patients with 
details of their behaviour, occupational 
abilities and special idiosyncrasies. The 
personal contact established by having the 
same nurse planning the daily occupation 
and social activities of her own patients 
was invaluable in improving behaviour and 
relationships on the chronic wards where 
personal contact had been very limited. 
The 16 units at Coney Hill and the 14 units 
at Horton Road resolved themselves into 
the following behavioural categories:— 


2 The American equivalent of “sister” is supervising 
nurse. The term “nurse” is used to cover all ward 
personnel working with the patient. 


1. Incontinent ward for all but the elderly, 
frail and infirm (organised along the lines 
of a habit-training unit). 

2. Infirmary ward. 

3. The elderly incontinent and frail geri- 
atric unit. 

4, Long-stay moderately well-integrated 
patients who were not incontinent and were 
not acutely excited. 

5. Long-stay as above, who required mini- 
mum nursing supervision. 

6. Acute behavioural disturbances, mainly 
acute psychotic states. 

7. Epileptics requiring observation and 
chronic patients with behavioural disturb- 
ances. 

8. Recent admissions without gross excited 
behaviour, including depressives, early 
schizophrenics, paranoid states and hypo- 
chondriasis. 

9. Recent admissions (mixed unit) for male 
and female patients who could participate 
readily in group discussions and benefit 
from some form of group psychotherapy, 
including neurotics, alcoholics, personality 
problems (non-psychopathic) and depres- 
sives who were not acutely agitated. 

10, An observation unit for new cases sent 
in under section order (short term up to 28 
days) for observation. This consisted of a 
small dormitory unit rarely exceeding 5 to 
10 patients. 


By this means it was possible to readjust 
our limited available staff to meet the de- 
mands of the wards requiring the greatest 
nursing participation and organisation, i.e., 
the habit-training ward, the infirmary ward 
and the acutely disturbed wards. This 
rough classification with the rearrangement 
entailed was completed in little more than 
three weeks. 

One of the distressing aspects in the 
hospital was the uriniferous odour produced 
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by the use of antiquated chambers in 
the dormitories. This was one of the fir 
problems tackled. All the chamber pol 
were removed (with the exception of a fe 
closets for the very elderly, infirm and frail 
and habit-training was so reorganised th 
patients were encouraged, helped and ¢ 
erced to use the toilets regularly. The 
pital became a turmoil of activity despi 
the fact that many of the nursing staff we 
very sceptical about the outcome. 

Nevertheless, in the past setting of apati 
and inactivity, changes were welcomed 
many and the lack of cooperation was mi 
mal. All the senior nurses were asked 
report the problems that they were 
countering in relation to the removal 
the chambers, and surprisingly enough, 
the end of a fortnight, only two male 
tients presented overt difficulties. 

The complete story emerged only lat 
however, when it was found that several 
the female patients would hide th 
chamberpots under their clothes and cal 
them wherever they went. Apart from 
few adamant letters no further difficult 
occurred. It is very interesting to see m 
how many patients have taken the respol 
bility of looking after their incontinent 
less fortunate colleagues. Many patiel 
participate with the nurses in the ha 
training régime of taking fellow patie 
regularly to the toilet and helping 
with their dress and eating habits at 
table. The willing and most competen 
these have been made leaders of Si 
groups of patients. ; 


IMPROVING SOCIAL INTERACTIO 


At the same time as classifying the pati 
considerable attention was turned toi 
problem of improving social interactiol 
the hospital community. It was dea 


at there should be a platform to enable 
ll patients and staff to express their ideas 
d discuss their problems. Regular weekly 
eetings with the heads of all staff de- 
artments—medical, nursing and adminis- 
‘ative—were arranged with the physician 
perintendent. At these meetings the 
atron, chief male nurse, laundry manager, 
oup secretary, finance officer, supplies of- 
cer, catering officer, hospital engineer, clerk 
works and physician superintendent at- 
nded regularly to discuss problems that 
ose, including difficulties in interdepart- 
ental communication and plans for im- 
roving hospital relationships. Other mem- 
ers of the staff were invited to attend when 
eir problems were discussed. All matters 
bsequently raised with the hospital man- 
ement committee were previously dis- 
ssed at the meetings of the heads of staff. 
was very interesting to see initially what 
treme tension and hostility was present 
etween the nursing staff and administra- 
ve staff, and how these difficulties were 
sed as an excuse for inertia. 

The matrons and chief male nurses in 
m were assisted in organising regular 
oup meetings with their charge nurses and 
sters, enabling free expression of prob- 
ms on the ward and ideas for improy- 
g staff and patient relationships and con- 
itions. Matters arising from these dis- 
ssions were subsequently brought up to 
e heads of staff meetings. Doctors began 
hold group meetings with nurses and 
atients on each of the wards. As stated 
reviously, each ward was divided up into 
all group units (6 to 10 patients). under 
articular nursing staff; these units had a 
lanned programme which was very much 
lependent on the level of integration and 
haviour of the patients concerned. This 
ried from group psychotherapy and dis- 
ssions on the most integrated wards to 
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practical occupation, habit-training pro- 
grams and primitive play therapy tech- 
niques in the less integrated longer term 
patients. i 

Direct contact of patients and staff with 
the physician superintendent was encour- 
aged wherever possible. Suggestion boxes 
were placed at convenient sites where sug- 
gestions and complaints went direct to the 
superintendent, and all letters with griev- 
ances were forwarded and resulted in an 
early hearing for the patient. New cases 
were seen by the physician superintendent 
and letters from the patients’ sports and 
social club were submitted directly to the 
heads of staff conference. In this way a 
personal contact was developed between 
the physician superintendent and the more 
difficult and complaining patients of the 
hospital, and legitimate grievances were 
voiced, 


OPENING OF HOSPITAL DOORS 


With the completion of the classification 
and the commencement of the programme 
outlined above, with additional emphasis 
on the need for providing better social, 
cultural and occupational facilities for the 
patients, the doors of the hospital began to 
open. 

The main hospital doors were the first 
to be opened. The hospital gates had al- 
ways been open as the hospital entrance 
was a quarter of a mile away, and the main 
hospital doors had always been completely 
closed except to a small number of parole 
patients. Efforts had already been made 
to encourage mixing between the male and 
female patients, which previously had been 
rigidly restricted. The dividing doors 
separating the male and female sides of 
the hospital were the next to be opened, 
and then the doors of the individual wards 
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of the hospital began to open. It was 
pathetically amusing to see how strange 
it was at first for male and female patients 
to wander into one another's sections. But 
this was soon to change as mixed units and 
mixed discussion groups and social func- 
tions developed. 

At the end of the first month 10 out of 
16 wards were open. 

For the first time since 1951 the enter- 
tainment hall at Coney Hill was cleared 
of beds and as a result of much energy and 
enthusiasm an extensive social and enter- 
tainment programme was designed and has 
been continually developing. Dances were 
organised weekly and then twice weekly, 
concert parties, stage shows, whist drives 
and. games were arranged. As the months 
elapsed patients began to play an increas- 
ing part in the organisation and integra- 
tion of these functions. A patients’ sports 
and social club was formed, also a music 
club and a drama club. A hospital maga- 
zine was started and regular outings for 
the long-stay patients were arranged. Do- 
mestic science classes and re-education in 
household duties were planned for the less 
disorganised long-term female patients; 
whilst the energies of the aggressive and 
resentful young male patients were turned 
towards pulling down hospital railings and 
designing and laying out a new putting 
green, croquet lawn and flower beds. 
Within a short space of time, the atmos- 
phere in the hospital changed from apathy 
to activity. A further outlet for patients’ 
grievances was met in the provision of a 
regular food conference—meetings between 
elected representatives from each of the 
wards and the representatives of the nurs- 
ing, medical and catering staffs. 

To alleviate the shortage of nursing 
staff, volunteers from the best units were 
utilised as group leaders for small groups of 
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long-stay patients and assisted in their oc 
pational organization under the guidance 
the occupational therapist. These gro 
leaders underwent a short course of in 
sive training in the same way as did 
nurses before taking up their assignment 
chronic patients. This gave some of th 
an outlet for their need to contribute to 
hospital community and many gained co 
dence in their newly found qualities 
leadership. 

The success with which this was und 
taken was quite contrary to expectati 
for I had anticipated that the majority 
recent admissions would resent workil 
with long-term patients and complain 
increasing activity. Instead, the majo 
reaped considerable benefit from the 
periment and the long-stay patients i 
proved enormously. I think their s$ 
prise at finding that they actually had th 
peutic assets was the greatest boost to th 
morale; very few patients became mi 
anxious in this setting, and these were 1 
pressed to continue. Several patients a t 
discharge have returned as volunté 
helpers wishing to continue the work # 
commenced whilst in hospital. 

The next move, the further opening! 
the doors, presented problems for the mê 
cal and nursing staff. The only wards $ | 
closed included those where cases were 
mitted for observation under a short-tél 
order, the more acutely disturbed any 
and wards with chronic restless patients W 
were branded as destructive, aggressi 
wanderers and repeated absconders. Tht 
wards included the male incontinent Wi 
to which absconders had always been & 
cated, the acutely excited ward, the ha} 
training ward and $ wards with rest 
chronic female patients who would eith 
wander aimlessly or were known abscon% 

Attention was first directed to the wa 


with known absconders. Only 11 patients 
put of 50 were considered totally unsuitable 
or trial on an open ward. This was a ward 
composed mostly of chronic paranoid 
patients very resentful of detention. Enter- 
ing this ward, which was always locked, fre- 
uently resulted in bumping into patients 
who were awaiting a chance to get outside, 
nd the nursing staff were acutely con- 
erned and preoccupied with the need to 
eep these patients from getting out while 
he door was rapidly unlocked and locked 
again. Of these 11, 6 were distributed 
mongst the other wards still locked and 
bof the most difficult were sent to Horton 
oad, which at that time was essentially 
ee hospital (although even at Horton 
oad 7 out of 14 doors had been opened 
during this period). 
It is important to emphasize that inter- 
change between the hospitals had not been 
the policy previously, and that all inter- 
change until the 5 patients were sent to 
Horton Road has been primarily related to 
upgrading of patients from Horton Road 
to Coney Hill as the problem of overcrowd- 
ing became less acute. These 5 were con- 
sidered to be the most difficult people to 
manage in an open hospital and were 
moved to Horton Road to reduce some of 
the tensions that were beginning to develop 
amongst the nursing staff and doctors at 
the thought of the further opening of the 
hospital. What happened to these 5 pa- 
tients is interesting. They were given con- 
siderable personal attention and their man- 
agement on an “open” ward is no longer a 
problem. Four are on open wards at 
Horton Road and the last is living in one 
of the hospital annexes for elderly and 
chronic patients who present no special 
problems, require minimum supervision 
and are allowed to shop freely in the town. 
Of the other 6 patients (who were initi- 


Open-door Hospital 


MANDELBROTE 


ally transferred to locked wards) 1 has been 
discharged from hospital and the remain- 
ing 5 are now on open wards at Coney Hill. 
Following on the transfer of these patients, 
3 further wards were opened, and increased 
nursing staff was allocated to these wards, 
leaving only 1 closed ward on the female 
side of the hospital after four months of 
experimenting with open doors. There 
were two further instances of transfer prior 
to the formation of a closed group. Two 
male patients were involved in incidents 
likely to affect public safety and were trans- 
ferred to Horton Road. One, a chronic 
schizophrenic, frightened a child in the 
neighbourhood and caused local concern; 
the other, a chronic but well-integrated 
paranoid patient, had threatened to harm 
his wife as a result of his delusions of her 
infidelity. He had absconded on two pre- 
vious occasions when the doors of the hos- 
pital were locked and ran away again 
shortly before his transfer. Both these 
patients are now on a closed group in open 
wards at Horton Road Hospital. 


CLOSED GROUP 


It was at this stage that the concept of a 
closed group for repeated absconders was 
decided upon. By this time there had been 
several patients who had left the hospital 
without permission, and for them there was 
a standard procedure. Each morning at a 
doctors’ and heads of nursing staff confer- 
ence, all discharges from the hospital were 
seen and also all patients who had ab- 
sconded. They were placed in bed for 24 
hours on their return to hospital. Each 
patient was seen personally by myself and 
an attempt was made to understand why 


4 The population at Horton Road has been reduced 
from 746 to 590. 
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he had gone and there was discussion about 
mutual trust and locked doors. The pa- 
tient was prevailed upon to promise that 
before deciding to leave the hospital he 
would discuss the motivating factors of his 
problem with the matron, chief male nurse 
or doctor in charge of his case. Repeated 
absconders were placed in a small closed 
group, consisting entirely of repeated ab- 
sconders, under the constant supervision of 
a nurse who was responsible for planning 
their day. The number of patients in the 
closed groups rarely exceeds 6 and consists 
mostly of dementing or chronically hallu- 
cinated patients with whom little contact 
can be made. 

Over the past nine months no patients 
have been transferred, and with the use 
of the closed group and early treatment of 
the acute psychotic, all absconders have been 
easily managed at Coney Hill Hospital. 
Even more extraordinary has been the very 
low number of absconders; the pattern of 
absconding has also been changed in that 
the majority of people who are absent 
without leave from the hospital go to their 
homes and are not infrequently brought 
back by their relatives. 


COMMUNITY PARTICIPATION 
IN THE MENTAL HOSPITAL 


By this time members of the community 
were becoming more aware of changes tak- 
ing place in the mental hospital and were 
beginning to develop a greater interest in 
what was happening in the hospital. Some 
were very anxious about the opening of the 
doors and the dangers that might hold for 
the public, but the majority were rapidly 
converted to the idea of less restriction and 
were pleasantly surprised when they saw 
the developing air of normality in the hos- 
pital. Throughout this period attempts 
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had been made to interest important sm 
public groups in mental health matte 
and talks were given by myself to the Rota 
Club, the Soroptimists, Professional an 
Business Women’s Club, Round Table, 
ablement Settlement Officers, local magi 
trates, district nurses, health visitors a 
other local and influential groups. 
Many joint meetings were held with 
medical officer of health and the local 
thority officers in order to develop a schen 
whereby the majority of problems of meni 
illness were not directed into the meni 
hospital either as voluntary or certified p 
tients, but were first seen by a psychia 
and later by a psychiatric social worké 
either in the out-patient clinic or in thé 
home. In this way it was possible to redul 
the incidence of certified patients to a mi 
mum and to use a short-term order (secti 
order, extending up to 28 days) for d 
turbed patients requiring observation a 
treatment and lacking in insight. The | 
of these section orders increased for acut& 
disturbed people, but patients were cla j 
fied and directed to their correct behal 
ioural ward where they were soon integrati 
into the life of the hospital community. h 
reduced considerably any unwillingness} 
remain in the hospital after the order @ 
pired, and in only two instances over 
first year was it necessary to certify patiell 
admitted on a section order (this was 
of 170 section orders admitted). In sevél 
cases a second section order has been ne@ 
sary, but in only four instances was the 
der repeated on several occasions. Over 4 


not been found necessary to certify a 
patients. By November 1956 the last 40 
at Coney Hill was opened, six months 4! 
the experiment had commenced. 
Since November 1956 the doors at 
Hill have remained open and many 


laints would be raised by patients and staff 
if an attempt were made to lock them again. 
n fact it is quite amusing to see in the 
Coney Clarion, the patients’ magazine, re- 
arks indicating that the locking of certain 
oors at 8:30 p.m. was upsetting to patients. 
s the morale of the hospital has increased, 
oncern about open doors has lessened very 
onsiderably, and patients who misuse privi- 
eges are brought to task by other patients 
in group discussions. The problem of the 
wandering of senile and chronic patients 
is not nearly so grave as anticipated and the 
use of a closed group reduces this problem. 
It is quite interesting to note that better 
integrated patients often bring back more 
chronic patients who tend to wander away 
aimlessly. At Horton Road the experience 
at Coney Hill has resulted in the rapid 
opening of all the doors on the female side 
with very little increase in the absconding 
rate. So far, 14 patients have left the hospi- 
tal, in two instances to avoid having E.C.T., 
which was for them a very traumatic ex- 
perience; in almost every case the patient 
has returned home. Every encouragement 
is given to patients to go home for week- 
ends. On admission the patients and their 
relatives are helped to appreciate the fact 
that their stay is a temporary one and that 
further treatment and contact can be main- 
tained with the hospital when they are at 
home in out-patient clinics. 

The patient no longer feels detained 
against his will with hopeless prospects; 
by seeing so many people given increasing 
freedom and leaving hospital, he feels en- 
couraged that his needs will receive atten- 
tion and his grievances will be considered. 

The relationship with the community has 
improved considerably. A very active 
League of Friends has been formed and 
visitors to the hospital are frequent. Wom- 
en’s Institutes regularly entertain groups 


Open-door Hospital 


MANDELBROTE 


of chronic patients to tea and many mem- 
bers of the general public are eager to assist 
patients in some way or other. The rela- 
tionship with Women’s Institutes is an in- 
teresting one. It started with a circular 
from Women’s Institutes’ meetings all over 
the country that more should be done for 
the rehabilitation of the mentally ill. The 
hospital had acquired a bus to take chronic 
patients out for drives in the afternoon (pa- 
tients who had often not seen the outside 
of the hospital for many years), and the 
first Women’s Institutes with some trepida- 
tion asked about entertaining busloads of 
patients to tea; since then this has become 
a regular feature. In only three instances 
have situations arisen which have caused 
concern and resulted in telephone calls to 
the physician superintendent. In one case 
women were frightened by the presence of 
a chronic patient who had settled down in 
a ditch near their farm door; in another 
a disturbed schizophrenic was found pulling 
up flowers in a nearby garden; whilst the 
most serious offence was an effort on the 
part of a chronic schizophrenic male patient 
to accost the young daughter of a local 
magistrate. Fortunately all these situations 
were handled tactfully and did not result in 
additional pressures being brought to bear 
on the hospital to close its doors. 


REACTIONS OF THE 
NURSING STAFF 


Surprisingly enough and contrary to expec- 
tations (6) the reaction of the nursing staff 
has been a very favourable one with a mini- 
mum of resistance on the part of the older 
nursing staff. Some of the reaction against 
the opening of the doors may have been 
masked by lack of adequate investigation 
but all the charge nurses and sisters were 
given the opportunity of submitting an 
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anonymous report which was placed in the 
Suggestions box and all were asked to be 
frank and critical and especially to express 
adverse comments. Out of 12 charge nurses 
or sisters 10 responded to the request and 
in only one instance was there a suggestion 
that certain wards would be better closed; 
every letter brought forth an enthusiastic 
response indicating a much improved re- 
lationship between staff and patients. 


RESULTS 


There has been a radical change in the type 
of sedation and the amount used. _In com- 
paring a 3-month period prior and subse- 
quent to the programme outlined it can be 
seen that paraldehyde and chloral hydrate 
are no longer used extensively. Barbitu- 
rates, especially sodium amytal, are used 
most frequently now but the total quantity 
of barbiturate used has dropped very 
markedly; whilst with increasing emphasis 
on the specific use of tranquilizers the quan- 
tity of Largactil used has increased, not as 
a substitute for sedation but rather as a 
more specific therapeutic agent in schizo- 
phrenia (see Table I). All the patients 


TABLE I 


on Largactil are ambulant except for the 
rare case that feels unwell, and the majority 
are participating in the extensive hospital 
occupational and social integration pro- 
gramme. Night sedation has dropped now 
that patients go to bed at more normal 
times after a day of planned occupational 
activities, and television at nights has 
helped to keep many disturbed patients 
interested and quiet. There have been 
occasional nights when no sedation has been 
necessary on the female side of the hospital. 

The effect on the number of patients 
confined to bed, the number of fractures 
occurring and the extent of incontinence 
in the hospital is shown in Table II. 

The number of patients confined to bed 
has been reduced from 100 to 20 patients; 
whilst the figure for incontinent patients 
have fallen from 120 to 45. A total of 
21 fractures occurred during the year in 
both hospitals, 18 in the first six months 
prior to the complete opening of the doors 
and 8 in the succeeding six months. What- 
ever the significance the reduction of pa- 
tients confined to bed did not increase the 
fracture incidences. 


Sedation before and after opening the hospital doors, 


by type and amount of drug 


THREE-MONTH PERIOD BEFORE THREE-MONTH PERIOD AFTER 


OPENING DOORS OPENING DOORS 
(April-June 1956) (April-June 1957) 
Paraldehyde 40 litres 71 litres 
Chloral hydrate 8 kilograms 2 kilograms 
Barbiturates 1,520 gms. 400 gms. 
Largactil 2,755 gms. 3,165 gms, 
Pacatal = 


450 gms. 
Average nightly sedation (random evening): 


14 patients on night sedation, 6 drachms of paraldehyde, 30 grs. of barbiturate. 
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TABLE II 
Comparison in number of “incidents” 
before and after opening the hospital doors 
SIX MONTHS BEFORE SIX MONTHS AFTER 
OPENING DOORS OPENING DOORS 


(April-June 1956) 


(April-June 1957) 


es 


Absconders 

Destructive and impulsive patients 
Seclusion 

Bed patients 

Fractures 

Number of E.C.T. treatments 


28 29 
123 (average) 30 
236 40 
100 (average) 20 

13 8 

1,095 715 
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ASSAULTS AND IMPULSIVE 
AND DESTRUCTIVE BEHAVIOR 


In the six months prior to the opening of 
the doors 123 incidents of destructive and 
impulsive behaviour were recorded, and 
seclusion was used on 236 occasions. In 
the six months following the opening of 
the doors the number of destructive and 
impulsive outbursts has dropped to 30 and 
seclusion has been used in only 40 instances. 
Since these figures were compiled, destruc- 
tive and impulsive outbursts and the need 
for seclusion has diminished further. 


HOSPITAL POPULATION 


The total number of patients in the hospi- 
tal has fallen from 1,436 to 1,325 despite the 
fact that the admission rate to hospital last 
year was the highest in the history of the 
hospital (755 patients) and the death rate 
was falling. 


DISCUSSION 


There has been a great deal of interest 
recently in British hospitals in the advisa- 


bility of an open-door policy in mental hos- 
pitals. Some psychiatrists, especially those 
who are in charge of mental hospitals that 
have opened their doors, are adamant that 
the restriction produced by locking doors 
has a markedly adverse effect on the rela- 
tionship between the patients and the staff. 
Furthermore, the consciousness of captivity 
adds a variety of additional symptoms and 
preoccupations which would never be pres- 
ent if their liberty were not unduly re- 
stricted. Dr. Bell maintains that a single 
locked door in a hospital will affect the 
morale. On the other hand, many psychia- 
trists regard it impossible and hazardous 
to run a mental hospital without locked 
doors. It has been said that violence and 
suicide from the acutely disturbed patient 
will increase, that senile and chronic pa- 
tients will wander off and cause harm or 
come to harm, and that these patients could 
be kept in an open hospital only by an 
increase of sedation, abuse of confining pa- 
tients to bed and excessive physical treat- 
ment. 

My conclusions are to the contrary. With 
the opening of the wards there has been 
a reduction of aggressive and impulsive 
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behaviour, seclusion has diminished con- 
siderably, there is less withdrawal and bet- 
ter contact between the patients and the 
staff. Delusions tend to recede into the 
background, and with less disturbed be- 
haviour and more participation in hospital 
life there is better opportunity for improv- 
ing social interaction and rehabilitation. 
If we examine the question of abuse of bed 
rest, excessive sedation and physical treat- 
ment it becomes evident (see Table I) that 
confining to bed has reduced considerably, 
sedation has lessened and there has been no 
increase in physical treatments. Largactil 
is being used to a greater extent as its 
efficiency in the treatment of acutely excited 
states and chronic schizophrenics is being 
realised, but this increase has not occurred 
in relation to sedation or the prevention of 
absconding. 

An interesting aspect of this experiment 
has been the speed with which this pro- 
gramme has been carried out with few unto- 
ward effects. The hospitals that have pre- 
viously opened doors have done so after a 
long period of years and it has often been 
stated that this could be done only by a very 
gradual adjustment. In this instance all 
the doors at Coney Hill were opened within 
a period of six months and there is no 
doubt about the beneficial effects this has 
had on the morale of the hospital. In my 
opinion, this could only have happened 
concomitantly with organised classification 
and improved social interaction. This was 
achieved by grouping the patients and plan- 
ning their daily programme with emphasis 
on occupational, social and cultural activi- 
ties, by attending to their needs and assess- 
ing their grievances as they occurred. It 
may seem somewhat naive attempting to 
deal with mental hospital patients on the 
basis of trust but it is remarkable how 
worthwhile it has been. 
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The majority of absconders now, are 
not people wanting to escape but wanderers 
in the older age group and deluded pa- 
tients responding to hallucinations who 
need frequent reviewing as to whether fur- 
ther treatment is required. Only 29 pa- 
tients absconded over a period of six 
months; of these a few were persistent ab- 
sconders who would now be on the closed 
group. If there is sufficient activity and 
entertainment patients will return to hospi- 
tal because it provides an interest for them. 
Even the most chronic patients have de- 
veloped an increasing interest in hospital 
affairs as a result of the hospital magazine 
and the better contact with fellow patients 
and nursing staff. 

The hospital has transferred 54 patients 
to 3 moderate-sized houses in the town. 
These patients are now no longer under any 
statutory supervision. Many more patients 
in the hospital have now become suitable 
for this type of accommodation. 

Aggressive activity and behaviour has 
been reduced to a minimum, seclusion is 
very rarely necessary and incontinence is 
now on the decline. 

Our experience at Coney Hill has re- 
sulted in the rapid opening of doors at 
Horton Road. The last door on the male 
side of the hospital has recently been 
opened; whilst the female side of the hospi- 
tal has been open for the past six months. 

The attitude of the nursing staff to the 
whole problem is very significant and will 
have an important bearing on the success 
of an open-door policy. Fortunately, at 
Coney Hill the nursing staff have been 
enthusiastically cooperative and now firmly 
believe that this is the best policy for them- 
selves and the hospital. They are never 
made to feel that if a patient absconds 
(except from a closed group) it reflects on 
their management. 
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In the beginning many doors were sur- 
reptitiously closed on account of the nurses’ 
anxieties, but after nine months of open 
doors these anxieties appear to have dis- 
appeared. Many people would have felt 
that the number of nursing staff at Coney 
Hill is totally inadequate for a project of 
this nature (a nurse-patient ratio of 1 to 8), 
and on reflection I would agree, but the 
experiment has been carried out with few 
if any adverse consequences. It would 
certainly be an advantage to have a larger 
nurse-patient ratio, so that group organ- 
isation could be better maintained; with 
a greater number of nurses fewer of the 
demented and chronic patients would 
wander off. Yet it is extraordinary that 
so few patients have absconded, forcing one 
to conclude that even the more deteriorated 
patients begin to realise that the hospital 
environment is a safer and more secure one 
for them; whilst the others are prepared 
to accept more responsibility for their 
actions and lose interest in a challenge which 
no longer exists. 

An experiment of this nature, however, 
will depend very much on the education and 
tolerance of the local community and good 
relationships between the hospital, the 
police and the press. While undoubtedly 
this programme has been beneficial for pa- 
tients and staff in the hospital the ques- 
tion of endangering the public has con- 
stantly to be considered. 

The majority of British hospitals do not 
contain sex offenders, criminal psychotics 
or psychopaths who are definitely dan- 
gerous. These are generally sent to Broad- 
moor (a criminal state institute). In only 
three instances over the past year have 
incidents occurred which have resulted in 
complaints of local inhabitants to the 
physician superintendent, and fortunately 
in no case was the incident a serious one. 
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The closed group is invaluable for deal- 
ing with the problem of the few patients 
who may be regarded as likely to harm the 
public. Surprisingly enough, there have 
been no patients in this category at Coney 
Hill (although many were thought to be 
so whilst on locked wards). The 6 to 9 
patients who are on the closed group are 
repeated wanderers with whom little con- 
tact can be made (chronic psychotics and 
senile patients), This situation has not 
arisen through selection of patients as these 
two hospitals have to deal with all the 
psychiatric problems occuring in the county , 
of Gloucestershire apart from the dangerous 
criminal cases which are sent to Broadmoor. 
Nor is there any question of transfer of 
difficult problems elsewhere, as no other 
hospital is concerned with the management 
of patients from this region in Glouces- 
tershire. 

Thé most important factors determining 
the success of this experiment are the need 
for early treatment of acute psychotic and 
suicidal patients, and adequate grouping 
of patients and classification on behavioural 
grounds. Much emphasis needs to be placed 
on occupation and the organisation of the 
patients’ day. 

The results obtained cannot be attributed 
to any single factor. Largactil has helped 
some chronic schizophrenic patients to 
remit and has been valuable in dealing 
with acute excited psychotic states, In 
many instances the use of Largactil enabled 
much more rapid participation of the 
acutely disturbed patient in the social inter- 
action planned for them. An active dis- 
charge policy has played a part in the 
reduction of the hospital population, and 
emphasis on maintaining close contact 
between the patient and his home (assisted 
by the domiciliary visiting arrangements 
of the hospital) has helped to reduce insti- 
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tutionalisation. The effect of diminishing 
restriction and improving social interaction 
has been a vital factor in the changes which 
have occurred. Organisation of chronic 
patients into regular occupational and 
social activity groups is gradually resulting 
in the production of a more homogenous 
long-stay community in which the behaviour 
of the chronic patient is rarely disturbed. 


SUMMARY 


This paper deals with the planning and 
problems involved in the rapid conversion 
of a closed hospital into an open hospital, 
a transition which occurred within a period 
of six months, 

During the time of these changes there 
has been a fall in the hospital population 
and a reduction in the amount of sedation. 
Aggressive and destructive behaviour has 
diminished as has the number of patients 
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confined to bed. In a hospital with 750 
beds there were only 29 absconders over 
this 6-month period, and this is no more 


than occurred in the six months previously — 


when the wards were closed. 
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ALFRED L. KASPROWICZ 


The trial visit patient: 


Challenge to community agencies 


The primary objective of any mental hos- 
pital is, and of necessity must be, the care 
and treatment of those patients currently 
residing within its walls. Owing to the 
tremendous overcrowding, a condition 
which exists in most state mental institu- 
tions throughout our country, even this ob- 
jective cannot be fully realized. The ma- 
jority of patients receive custodial care. 
Intensive treatment is reserved for the few 
who are deemed most likely to benefit from 
it. Crowded conditions also make it im- 
possible for the doctors and other staff 
members to know all of their patients as 
thoroughly as they should. 

Ohio’s program for the treatment of the 
mentally ill is divided into two broad areas. 
Depending upon the nature of his illness 
and type of commitment a patient is sent 
to one of two types of institutions. The 
more acutely ill patients are treated in re- 


ceiving hospitals for a period usually not 
exceeding three to six months. If they 
have not been released before that time 
they are sent to the second type of insti- 
tution for further treatment and care. This 
second type of hospital for the mentally 
ill is the prolonged care hospital. Here 
are treated all the chronically ill long-term 
cases. 

When a patient has received maximum 
hospital benefits an attempt is made to 
return him to the community. Since the 
chronically ill patient's hospitalization is 
usually figured in years, not months, the 
problem of reestablishing him in the com- 
munity is fraught with many more difficul- 
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ties than is the return to the community 
of the acutely ill patient. whose hospitaliza- 
tion has lasted only a few months. This 
is one reason that receiving hospitals do 
not, as a rule, find it necessary to set up 
extensively staffed out-patient clinics and 
can confine their efforts largely to those 
patients currently within the hospital. For 
the chronically ill patient, however, the 
idea of once more taking up life in the 
community poses many problems—prob- 
lems he is not equipped to handle alone, 
perplexing situations in which he needs 
support and assistance not only from the 
hospital but also, and to a much greater 
degree, from the community to which he is 
returning. This, then, will be the chief 
concern of this paper—the need for com- 
munity assistance to those patients being 
released from prolonged care hospitals. 


HIS NEED FOR SUPPORT 


Before a patient is officially discharged 
from the hospital rolls he usually spends 
some time on conditional release, convales- 
cent leave or trial visit, all of these terms 
indicating a probationary period during 
which his adjustment in the community is 
evaluated. This trial visit period is com- 
monly viewed as a transitional stage from 
hospital life to community reintegration. 

There exist many misconceptions about 
the patient on trial visit. For example, 
there are those who hold to the idea, “Once 
a patient, always a patient.” To these 
people the mentally ill person is a danger- 
ous individual who must be banished for- 
ever from the community. 

Then we have a more sophisticated group 
of people who can recognize mental illness 
as an illness but who are so impressed 
by modern scientific “miracles” that they 
fail to see why this illness cannot al- 
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ways be “cured.” The thought of there 


being no complete cure for many psy- 


choses is too threatening to them. 
From this sort of thinking arises the 
popular misconception that the patient 
on trial visit is completely cured and is 
ready to take his place in the community 
once more without a moment's hesitation, 
All that needs to be done is to find him a 
job and support him with understanding, 
and he will then once more be able to stand 
on his own feet. This is by no means al- 
ways true. In the first place not every 
patient who- leaves the hospital on trial 
visit is in complete remission from his 
illness. Although he may no longer ex- 
hibit gross psychotic features he may still, 
nevertheless, be psychotic. It is quite prob- 
able that he has been granted trial visit 
simply because he has achieved “maximum 
hospital benefits.” 

The release of such a patient to the com- 
munity is not necessarily bad. The hospital 
is a treatment institution, and each patient 
must profit from its treatment according 
to his own ability. The hospital cannot, 
however, revamp a person’s entire person- 
ality and magically change him into some- 
thing he never was; nor should it be ex- 
pected to do so. When the hospital has 
done all it can do for him we say that he has 
received maximum hospital benefits, and 
we attempt to place him in the community. 
Thus patients leave the hospital in varying 
stages of recovery. 

The criteria which the patient must 
meet to gain trial visit status are variable. 
More often than not the decision in favor 
of trial visit is based upon the absence of 
hostile or destructive behavior rather than 
upon the complete recovery of the patient. 
Another factor which is taken into con- 
sideration in the granting of trial visit is 
the degree of tolerance which his family 


shows toward his illness. Thus a patient 
who exhibits no violent or destructive be- 
havior but who is still hallucinating may be 
granted trial visit if it is believed his family 
will tolerate his bizarre behavior. 

We tend to forget, too, that many chroni- 
cally ill patients had made a poor life 
adjustment for a long time prior to their 
being hospitalized. Many of these patients 
came from emotionally impoverished home 
environments and have experienced inade- 
quate stability and ego support. As Guston 
states, the chronically ill patient’s adjust- 
ment to life in the hospital may have been 
his first satisfactory adjustment anywhere.t 
The authoritarian, parental structure of 
the hospital tends to foster an unhealthy de- 
pendency and a maintainance of the status 
quo. When the patient is finally believed 
ready for release he feels apprehensive and 
insecure. Without adequate suppport from 
the hospital, his relatives and the com- 
munity the patient may very quickly return 
to the hospital. 


HOSPITAL SUPPORT 


In recognition of the patient’s need for 
continued psychiatric help while on trial 
visit, hospitals have established out-patient 
clinics where patients can be seen at regular 
intervals. With the advent of ataraxic 
drugs some of the more progressive insti- 
tutions have established treatment clinics 
to enable patients to continue to receive 
their medication. 

Many clinics fall short of providing the 
patient with the concrete intensive help he 
really needs. For the most part they are 
observational. ‘Treatment is largely con- 
fined to the physician's concern for the 
patient’s symptoms and to the dispensing 
of medication. Social workers find it diffi- 
cult to do effective case work on account 
of overwhelming case loads. 
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Although many hospitals realize the need 
for expanding out-patient clinic treatment 
facilities they are hampered by lack of 
funds and professional staff. They must 
turn their attention to the more pressing 
problems of the current in-patient popula- 
tion and do all they can to move these 
patients out in order to make room for 
those waiting to be admitted. The com- 
munity is continually exerting more pres- 
sure on the hospital to admit its psychia- 
tric patients. This is particularly true in 
urban centers where the problem is made 
more complex by the fact that many young 
people move out to the suburbs and leave 
their elderly relatives behind, These aged, 
many of them having arteriosclerotic and 
senile mental disorders, help to swell the 
ever growing list of patients waiting to be 
admitted to the hospital. Once admitted, 
these patients tend to become chiefly cus- 
todial cases. They occupy beds for a num- 
ber of years and limit the number of beds 
available for new patients. 


COMMUNITY SUPPORT 


Thus far I have discussed only the role the 
hospital plays in aiding the patient on trial 
visit, But should the hospital be solely 
responsible for the rehabilitation of the 
patients committed to its care by the com- 
munity? Should not the community also 
do its share? Let us examine this problem 
further. 

Mental illness is a disease which encom- 
passes a person's total personality in rela- 
tion to his environment. Psychosis may 
well be thought of as a social illness in that 
an individual’s adjustment to the com- 
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munity depends largely upon hjs ability to 
communicate with those around him. The 
individual who lacks this ability to com- 
municate with others is regarded as odd or 
eccentric by his neighbors. Inability to 
communicate is one of the prime symptoms 
of mental illness. If this symptom is accom- 
panied by any form of bizarre behavior the 
individual may very readily be classified as 
mentally ill, even by the untrained person, 
and committed to an institution. ‘ 

It has often been said that more has been 
learned about mental illness in the last ten 
years than in the last century. Neverthe- 
less, much research remains to be done in 
this field. Psychoanalysis, which might 
provide an insight into the patient's per- 
sonality, is available to only a select few, 
and there is some question as to its value 
with psychotics, Actually all the hospital 
can do is treat the patient’s symptoms. If 
these can be modified to the extent that the 
individual is no longer a threat to himself 
or the community, the hospital has accom- 
plished its purpose and the patient is ready 
to be released. This does not mean that 
treatment is complete or that this is all that 
can be done for the patient. The patient 
released to the community on trial visit is 
still convalescing and needs much support. 

The minimum hospital support available 
to such an individual has been described. 
IE the hospital were to fully treat a patient, 
however, it would literally have to trans- 
form itself into a community. In those 
instances in which the hospital has at- 
tempted to provide the in-patient with 
facsimiles of community resources, it has 
been found that many a patient has ad- 
justed fairly well to hospital routine. Thus 
if we expect the hospital to be completely 
responsible for the patient’s treatment, hos- 
pitals would require more facilities, more 
Personnel and, of course, fewer patients 
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than are now lodged in most of our state 
institutions. 

The more practical approach is to view 
the problem as it now exists. The hospital, 
with its limited staff and facilities, must 
devote most of its time and energy to car- 
ing for the in-patient population. As for 
the patient on trial visit, the hospital must 
turn to the community and encourage the 
use of all its possible resources in aiding the 
patient in the continuation of his treat- 
ment program, 


Within recent years the community has 
been growing more aware of the fact that 
it, too, has an interest in the well-being of 
the patient on trial visit. The mass com- 
munications media have done much to edu- 
cate the public in the broad field of mental 
health. There is an increasing willingness 
on the part of the community to extend 
its services to the patient on trial visit, and 
close working relationships have been 
established with vocational rehabilitation 
services and public assistance agencies. 
Nursing homes, boarding homes and even 
private families are showing signs of greater 
acceptance in providing care for the re- 
leased patient through the family care pro- 
grams instituted in many hospitals. 

Case work agencies, too, are now more 
receptive to the patient's need for their 
services following his hospitalization. In 
the past these agencies had been reluctant 
to accept referrals from state hospital 
workers. They justified their reluctance to 
work with the families of patients with the 
Statement that their primary function was 
to serve the community, thereby excluding 
the patient and his family as community 
members. It is much more likely that 
their unwillingness to work with patients 
and their families stemmed from a fear of 
and inexperience in working with psy- 


chotics. Today case work agencies are much 
more cooperative in aiding the members 
of a patient’s family. They have come to 
realize that the disabled family member 
cannot be neatly plucked out of his home 
and placed in a mental hospital without 
seriously affecting the remainder of the 
family group. The effect which the loss 
of a family member has upon the rest of 
the family, particularly children, is some- 
thing that these agencies now realize can- 
not be shrugged off lightly as a responsi- 
bility of the state. Rather it is a task 
which they must share along with the state. 

This same idea, once so prevalent in 
private case work agencies, that once a pa- 
tient was committed to the hospital he was 
forever the responsibility of the state, was 
also a widely held concept among public 
assistance agencies. The legal procedure 
of commitment, although established for 
the protection of the patient, was often 
used to work against his best interests. 
‘This was particularly true in the case of 
elderly patients for whom inadequate facili- 
ties existed. The growing number of aged 
persons, along with the fact that there is 
a definite lag in the development of facili- 
ties for their care, creates a real problem. 


It was under such circumstances that pub- 
lic assistance agencies only too readily 
avoided the responsibility of facing realisti- 
cally the need for more adequate planning 
for these people by simply having them 
committed to a state hospital. Although 
this may have solved the agencies’ problem, 
it did not solve the problem of the aged 
chronically ill. To bring about a closer 
cooperation between the hospital and these 
agencies a great deal of interpretation and 


discussion has been done, and today the un- 


derstanding between the two is much closer. 


Trial Visit Patient 


KASPROWICZ 


Although social group work in hospitals 
has just recently come to the fore, there is 
much current discussion about the use of 
groups within this type of setting. Hope- 
fully the more widespread use of group 
work with patients will extend outside the 
hospital and into the community. The 
need for such services is difficult to estimate 
but should be enormous. 

For the last two years the writer has been 
the leader of a group of chronically ill trial 
visit patients. The purpose of this group, 
which meets weekly, is to provide a com- 
mon meeting ground so that patients may 
come together to discuss their problems in 
an atmosphere of mutual trust and under- 
standing. Since the inception of the group, 
about fifty patients have attended, 60% of 
them attending regularly during their trial 
visit period. The majority are chronic 
schizophrenics. Half of those in regular 
attendance have had two or more hospitali- 
zations in state institutions prior to the one 
which led to their present trial visit status. 
Moreover, 40% of the regular members 
spent two years in the hospital on their 
last visit. For another 40% the length of 
their last hospitalization has been three or 
more years. In a 1951 study made by the 
psychology department it was shown that 
this type of patient had less chance of suc- 
ceeding on trial visit than did the younger 
patient who had been hospitalized for the 
first time and had spent less than a year in 
the hospital.2 It is significant, then, that 
none of the members of our group had to 
be returned to the hospital while they were 
in regular attendance at our meetings. 


USSG iio isl masa hensii a 


2Toaru Ishiyama and Alexander Darbes, Report 
on the Trial Visit Population at Cleveland State 
Hospital (unpublished), 1951. 


ral 


This group was begun by the writer with 
the aim of helping patients to help them- 
selves in their struggle for adjustment in 
the community. During the first year the 
leadership of the group was shared with a 
hospital social group worker from whom 
I learned a great deal about the practical 
aspects of group work techniques. I be- 
came impressed with the value of provid- 
ing group work services to aid the patient 
with one of his most serious problems, his 
interpersonal relationships. 

The patient while on trial visit is living 
in the community; therefore the com- 
munity must share the repsonsibility of 
helping the patient to adjust to it. If the 
patient’s focus is to be on community inte- 
gration and adjustment, it is preferable to 
have a community figure rather than a hos- 
pital figure assist the patient in his adjust- 
ment. To the patient, the community 
figure represents a link with the future 
while the hospital figure may represent a 
link with the past. 

It is too much to expect that the chroni- 
cally ill patient will seek community group 
work services on his own initiative. As a 
tule, group work agencies are unprepared 
to provide the kinds of services that the 
chronically ill patient needs. As did many 
case work agencies in the past, they con- 
sider it their primary function to provide 
service to the community, in general for- 
getting that the patient is also a member 
of the community. As case work agencies 
have become more willing to work with 
the mentally ill, so too must group work 
agencies. 

Another factor favorable to the idea of 
having community group workers provide 
services for trial visit patients should be 
mentioned. The community group worker 
belonging to a settlement house or other 
type of group work agency not only has the 
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necessary skills and training to work with — 


trial visit patients, but he possesses also a | 


thorough knowledge of the broader group 
work services of his agency. We have found | 
that it is vital to the patient’s well-being 
while on trial visit for him to form a 
satisfying relationship with one person who ~ 
can aid and advise him in his adjustment, < 
I believe that the patients in the trial visit 
group referred to earlier have been able to 
stay out of the hospital longer than is cus 
tomary for this type of chronically ill pa- 
tient largely due to the constant contact, 
support and understanding which was 
given them through our weekly meeting. 
How much better it would have been for 
the patient if this relationship had been 
formed with a community group worker! 
The patient’s progress in a community — 
center might be more easily brought about 
since the group worker would be in a 
position to help the more nearly recovered 
patients move out of the trial visit group 
and into other more socialized groups 
within the same agency. Thus the com- 
munity group worker through his identity 


with his agency has an important advantage © 


over the hospital case worker who can only 
refer his patients to community agencies 
and then let the patient proceed on his own. 


The task of encouraging the community — 
group work agencies to establish groups 
and activities geared to the interests of the 
trial visit patient belongs to the hospital 
social workers. It is they who must provide 
the initiative. Before they can progress far 
in this direction the hospital must first €x- 
amine itself to see if it is still clinging to 
some old and traditional concepts in at- 
tempting to be all things to all people. If 
the hospital is to be a treatment center and 
not the end of the road for its patients it 
must not be content with meeting their 


minimal needs but must look beyond its 
confines toward broader community partici- 
pation. 

The importance of providing community 
services for the mentally ill has been com- 
mented upon by Dr. Daniel Blain: “This 
factor of what can be accomplished outside 
the mental hospital is the most important 
single thing we should study and carry to 
its most logical conclusion.” * He went on 
to point out that when community services 
are available many patients can be released 
sooner than would otherwise be possible 


Trial Visit Patient 
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and many of these might never have to re- 
turn to the hospital again. 

The trial visit patient, then, presents a 
real challenge to community participation. 
We hospital social workers must show the 
way. When this happens and the com- 
munity responds to our call, the trial visit 
patient will then, indeed, find it easier to 
bridge the gap between hospital and com- 
munity life. 


SSS eee 


2 Daniel Blain, “Mental Health and Wlness—the 
National Picture,” Mental Hygiene, 40(January 
1956), 6. 
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Social rehabilitation 


for mental patients 


For many patients the day of discharge 
from a mental hospital is not a joyous 
homecoming but the beginning of an iso- 
lation more complete than that in the hos- 
pital they have left. Although they may 
find jobs, at the end of the day they have 
no social life. Too many seclude them- 
selves in rented rooms, and live alone, 
afraid, and sometimes ashamed. Others 
may confine themselves to the tight family 
group in which they originally fell ill. 
They do not know how to go about making 
friends nor where to look for them. 
Agencies and clubs in the community exist, 
but they cannot bring themselves to join. 

To meet the need of this kind of patient, 


—_—_—_ 
1The rehabilitation project at the Massachusetts 
Mental Health Center in Boston under the direc- 
tion of Dr. Milton Greenblatt, assistant superin- 
tendent and research director. 
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clubs for ex-patients have been springing 
up all over the country in the last few years 
(Some also specialize in out-patients or in- 
clude them as members.) A recent survey? 
reveals at least 24 independent groups, 
plus Recovery Incorporated with its head- 
quarters in Chicago and some 180 loosely 
affiliated branches in 20 states. The inde- 
pendent clubs are variously sponsored by 
the hospitals themselves, mental health 
associations or state mental health depart- 
ments or, occasionally, by ex-patients on 
their own. Although some clubs include 
therapy groups, vocational help and mental 
health education for both their members 
and the public, most focus on recreation. 
The club becomes the place to meet 
people, to learn to dance or try a new 
craft, to set off for a picnic or the local bowl- 
ing alley. It offers members a chance to de- 
velop social confidence in company with 


others who have similar problems in an 
environment where they will not be 
shunned, ridiculed or pitied. 

But the club movement is young and 
rather fragile. Average attendance at 
meetings seems to range from only 10 to 
50, with most clubs somewhere in between. 
Some have started up only to fade again in 
a year or two. No national organization 
exists comparable to Alcoholics Anony- 
mous, although Recovery Incorporated, 
which goes beyond socialization to offer a 
kind of self-help system somewhat similar 
to A.A., appears to be growing steadily. 

Apparently mental illness has not yet 
achieved the social acceptance of alco- 
holism. There is still fear, folklore and 
stigma attached to it, especially when it 
includes hospitalization. 

Secondly, mental illness includes a wide 
range of symptoms in people of diverse 
personalities. The alcoholic shares drink- 
ing as a common symptom with all other 
alcoholics. Even the epileptic can find 
affinity with others in his “league.” But 
the mentally and emotionally ill have no 
specific habit or physical symptom to focus 
on together. Moreover, the degree of ill- 
ness and the extent to which it permeates 
the whole personality differ. And some 
patients who are among the most isolated 
do not consider themselves as ill at all. 

Finally, many discharged patients want 
to forget their hospital experience as 
quickly as they can, or are under pressure 
to do so from family and friends. 

For all these reasons, clubs for mental 
patients usually adopt ambiguous or in- 
nocuous names. Unlike Alcoholics Anony- 
mous, which blatantly announces its mem- 
bership in its very name, these clubs hide 
behind such titles as Friendship or Beacon 
or 103. Even Recovery is not precise as to 
what its members are recovering from. 
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Social Renascence in Columbus and Fight 
Against Fears in Chicago are only slightly 
more explicit. 

In England, where the club movement 
seems to be more firmly entrenched, the 
generic term is more realistic: “therapeutic 
social clubs.” At least 40 of them exist 
today, attached to mental hospitals as part 
of their after-care program. That they are 
taken seriously seems to be proved by the 
number in which a psychiatrist attends as 
adviser even when meetings are held after 
working hours. Dr. Joshua Bierer, director 
of the Marlborough Day Hospital (which 
alone has 9 clubs), believes that the pa- 
tient’s participation in a social therapeutic 
club can bring on real changes in his per- 
sonality—even without conscious insight. 
Dr. Maxwell Jones of the Belmont Hospital 
social rehabilitation unit rarely misses a 
Wednesday evening club meeting of the 
“graduates” from his largely psychopathic 
“therapeutic community.” 

Few American clubs have psychiatrists 
as closely associated with them as in Eng- 
land, nor such enthusiastic medical backing. 
Most of the independent clubs have social 
workers as advisers. The Resthaven Recov- 
ery Group in Los Angeles is led by a 
psychiatrist but this is not so much a social 
as an educational organization with lec- 
tures and movies in mental health. Dr. 
Melvin F. Blaurock, Chicago neuropsy- 
chiatrist, started Fight Against Fears about 
two years ago, but he and his assistants are 
only occasional visitors to the club, which 
otherwise runs under it own steam. The 
Out-Patient Club at the Menninger Clinic 
in Topeka has firm clinic backing and 
employs a social group worker as adviser 
but encourages the member-officers to plan 
and organize their own programs as much 
as possible. Their dances, play-readings 
and game nights are popular, and members 
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have even put on a skit panning their own 
propensity for boasting about their symp- 
toms. 

In fact, most clubs in this country empha- 
size self-government and individual re- 
sponsibility. While the English sometimes 
express misgivings that too much autonomy 
may lead to dictatorship by an aggressive 
minority, most American clubs seem will- 
ing to take the chance. A more frequent 
complaint heard here is that no one emerges 
in the club with any leadership ability, or 
that the more capable members leave as 
they have less need for the club. 

Club 103 in Boston is an example of the 
self-government theory in action. Taking 
its name from its original street address, 
the club serves discharged patients from 
the Massachusetts Mental Health Center 
(formerly Boston Psychopathic Hospital) 
from which it draws official support. It 
originated as the natural sequel to patient 
government in the hospital. A social 
worker and psychiatrist are joint advisers 
to the club, but hospital policy is to encour- 
age the ex-patient members to run their 
own affairs, without any staff at meetings. 
Although club fortunes have consequently 
varied with the leadership, there is a solid 
core of devoted and enthusiastic members. 
One young woman member recently put 
it this way: “The club has given me confi- 
dence in facing people. Going to parties 
here gave me courage to try on the ‘out- 
side” The club is thought of as a transi- 
tion between hospital and community, al- 
though members may continue to come to 
meetings as long as they wish. Two ex- 
patients worked with the staff to start the 
club. One of these continues with the 
club, although she no longer holds Office, 
seeing her work as a contribution to mental 
health. 

Fountain House in New York City is 
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probably the best known of the clubs, 
although it has branched out now to in. 
clude pre-vocational training, job counsel 
ing and group therapy. Started by ex 
patients and volunteers, it is now directed 
by a full-time social worker and psycholo- 
gist. While most clubs meet in church 
parlors or the Y, this organization has its 
own 4-story house on the West Side. Its 
namesake in Philadelphia is newer and 
smaller, but also can claim its own quarters. 
Now carrying on a big public education 
program with good community backing, it 
started originally as the single-handed ef 
fort of a briefly hospitalized former school 
teacher. 

Recovery Unlimited in Lincoln, Neb, 
was founded in 1953 by three former pa- 
tients of the Nebraska State Hospital, one 
of whom had been hospitalized 18 years. 
Members now hire a clinical psychologist 
one evening a week to moderate—but not 
direct—discussions. At other meetings the 
general public has been invited in, and the 
program chairman reports healthy support 
and interest. À 

SEARCH is another autonomous club. It 
originated in a pinochle game in which two 
ex-patients joked about starting an organi- 
zation for “crackpots.” The president, a 
patient at Binghamton State Hospital for 
19 months, has recently left the club in | 
other hands to devote himself to publishing 
a mimeographed newsletter of interest to 
ex-patients across the country. It contains 
news of club activities, problems of patients 
in adjusting to life outside the hospital, and — 
a sturdy correspondence from interested 
people, including professionals. The pub- 
lication is also called SEARCH. 

Recovery Incorporated is more thera- 
peutic than social in intent and uses a 
system in some ways similar to A.A. Started 
in 1937 by Chicago neuropsychiatrist Dr. 


Abraham Low for his own patients, the 
organization has carried on without medi- 
cal leadership since his death in 1954. 

Recovery meetings are directed by per- 
sons who have themselves been mentally or 
emotionally ill. The leader selects a panel 
of members each week to discuss the mean- 
ing to each individual of one of the chap- 
ters in Dr. Low's book Mental Health 
through Will Training. Focus is on every- 
day experiences and the futility of sick be- 
havior, somewhat reminiscent of the “edu- 
cational” approach of the late Dr. Austin 
Riggs of Stockbridge, Mass. Accent is on 
success, and both leader and group praise 
the member who has made a step forward. 

For example, at a recent meeting in Balti- 
more, an immigrant woman proudly de- 
scribed her persistence in hunting for work 
even after being turned. down three times. 
Before joining Recovery a few months be- 
fore, she said, she would have crawled home 
to bed to sob to herself that she was perse- 
cuted for being “foreign.” A factory fore- 
man told how he overcame a crippling 
resentment toward a newly-hired college 
boy. At another club, in Stamford, Conn., 
a storekeeper compared Recovery to “going 
to school again—only here you graduate 
when you're ready.” 

This latter group in Stamford was initi- 
ated through the efforts of Dr. Stanley R. 
Dean, a local psychiatrist, who interested 
one of his private patients in organizing 
it, plus a group in Greenwich. He sees 
Recovery as offering the patient an oppor 
tunity to help himself, to give service to 
others and to have a group experience. He 
believes it is a very useful adjunct to psycho- 
therapy, and no more of a rival to therapy 
than church work or service in a useful 
civic organization. Members of the two 
clubs include both neurotics and psychotics 
in remission. 
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Some clubs for ex-patients invite rela- 
tives, and occasionally friends, to visit or 
actually to join. From this source an Eng- 
lish psychiatrist has reported acquiring new 
patients who might never have sought pro- 
fessional help, or only in the later, and 
tougher, stage of their illness. The 
Canadian Mental Health Association in 
Saskatchewan now operates a rehabilitation 
center in which both ex-patients and their 
relatives are active. They have a carefully 
planned and professionally directed pro- 
gram. The Mental Health Association in 
Tucson, Ariz., has only married couples in 
its Friendship Club. 

Carrying the club idea a step further are 
the “half-way houses” in which ex-patients 
without suitable homes can live until they 
are ready to establish a place of their own. 
Usually they are expected to take jobs in 
the community, but policies are flexible and 
periods of unemployment tolerated. ‘Three 
such hostels now are fairly well established 
in this country. They are Portals House 
in San Francisco (for male veterans), Rut- 
land Corner House in Boston (for women 
from the Mental Health Center), and a 
house for women patients from the Ver- 
mont State Hospital sponsored by the Di- 
vision of Vocational Rehabilitation. In 
England, the S.O.S. Society runs such an 
organization for discharged male patients 
and includes vocational training, while the 
Marlborough Day Hospital is experiment- 
ing with a patient-operated hostel on a 
small scale. Many mental hospitals in both 
countries have shown great interest in de- 
veloping the idea further. 

* The question naturally arises as to which 
kinds of patients benefit most from social 
therapeutic clubs in all their variations, 
and just how much of a contribution such 
clubs can make. There has been no de- 
finitive research on this, although the Fel- 


27 


lowship Club in San Francisco has a special 
research grant to study the whole question. 
All that is known now is that existing clubs 
serve almost every diagnostic category 
among both neurotic and formerly psy- 
chotic patients. 

Isolation and loneliness are common in 
the mentally and emotionally ill. The 
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‘social rehabilitation, strengthening of self 


therapeutic social club in all its variati 
from recreation to “will-training” o; 


confidence and an opportunity for responsi 
bility and service. As the movement grows, 
perhaps members will, in their turn, “re. 
habilitate” the general public in its oute 
moded attitude toward mental illness. 
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Post-discharge experience and 


vocational rehabilitation needs 


of psychiatric patients 


In November 1955 the Massachusetts Men- 
tal Health Center received a grant from 
the Office of Vocational Rehabilitation, 
Department of Health, Education and Wel- 
fare, to conduct a “project for research and 
demonstration of the value of combined 
hospital-patient-community participation in 
rehabilitation of the mentally ill.” Prior 
to this the hospital, very much aware of 
its desirability, had maintained a loosely 
coordinated network of rehabilitation serv- 
ices (2), but with the beginning of the 
project a formalization of the rehabilitation 
process was begun. The present research 
was designed to study a group of ex-patients 
to determine (a) the vocational assistance 
needed by the emotionally handicapped at 
the time of discharge and after, (b) the 
post-discharge vocational experiences of 
former patients, and (c) the vocational as- 
sistance derived from a hospital rehabilita- 
tion program. The third objective will be 


only briefly considered in the present study, 
but it is planned to cover this area more 
fully in the near future. 

—_—_ 
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of Vocational Rehabilitation, U. S. Department of 
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project, “Rehabilitation of the Mentally Ill,” at the 
Massachusetts Mental Health Center (Boston Psycho- 
pathic Hospital), this study was done. Gratitude is 
also expressed to the project’s principal investiga- 
tors, Milton Greenblatt, M.D., Robert W. Hyde, 
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Work opportunities for the emotionally 
and mentally handicapped became of 
national concern when in 1943 the Barden- 
LaFollette Act was modified to include the 
mentally handicapped on the same basis as 
the physically handicapped in state reha- 
bilitation programs, In the United States 
many studies of the effects of stresses pro- 
duced by the second world war on the 
military and civilian populations, together 
with the startling reports of large numbers 
of Selective Service rejections because of 
neuropsychiatric disabilities, served to 
sharpen the awareness of the enormity of 
the mental health problem. The growing 
interest and concern resulting from this 
recent awareness has found its focal point 
in the concept of rehabilitation. The Na- 
tional Council of Rehabilitation defines 
the word as “the restoration of the handi- 
capped to the fullest physical, mental, so- 
cial, vocational and economic usefulness of 
which they are capable.” 

In an industrial society where the meas- 
ure of success and achievement is “the job,” 
vocational rehabilitation is a cornerstone. 
As Thomas A. C. Rennie of Cornell Uni- 
versity Medical School said, “Among the 
many stresses that beset modern man an 
important one certainly surrounds his job 
aspirations, level of training for vocational 
role, strivings for upward social and eco- 
nomic mobility, conscious and unconscious 
attitudes towards those in superior or in- 
ferior status around him, and his charac- 
teristic modes of interpersonal reaction with 
all persons including those with whom he 
works” (3). h 

Rehabilitation is the process of assisting 
the individual to attain independence and 
employability within the range of his own 
physical, emotional, social and intellectual 
capabilities. As Rennie, Burling and 
Woodward view it, vocational rehabilita- 
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tion is concerned with the employabilj 
of the individual within this definition an 
offers five services for the mental patient 
(a) vocational counseling, (b) vocationd 
training, (c) psychiatric restoration, (d) job 
finding and placement, (e) personal coum 
seling and follow-up throughout the 
habilitation process (4). 

It has become increasingly apparent tha 
it is not enough for a patient to 
“treated” and “cured”; at the same 
there must be what Howard Rusk ca 
“the third phase of medicine”—rehabilita 
tion. This is a vital part of the proce 
of overcoming loneliness and anxiety, 
relating to reality, of gaining in self-esteem 
and self-confidence and of becoming moti 
vated. Many times the job itself com 
tributed to the emotional upset; at othe 
times the hospitalization and resulting los 
of self-assurance have made returning t 
work a seemingly insurmountable barrier 

Research in vocational rehabilitation o 
psychiatric patients has been of a limited 
and pioneering nature. In 1947 the divi 
sion of rehabilitation of the National Cont 
mittee for Mental Hygiene made a survey 
of the vocational needs and opportunities 
of post-hospitalized patients in three states 
New York, Connecticut and Michigan (4) 
The results showed that of 2,653 convales 
cent or discharged patients included in th 
study 215 or 15% were classified as needin 
rehabilitation and feasible for the rehabili 
tation bureaus’ standards. Of these, 166 
were successfully rehabilitated (satisfa¢ 
torily employed at the time the case Wi 
closed) and 49 were closed as not rehabili 
tated. There were found to be few sig 
nificant differences between the rehabili 
tated and non-rehabilitated as to clinical 
diagnosis, age, education and other factors 
Within the framework of the five services 
comprising vocational rehabilitation, it W4 


be 


found that “vocational counseling is given 
more extensively than any other service in 
all states and in almost 100% of the cases 
in New York State” (4). In addition, job 
finding was found to be the second most 
extensive service and vocational training 
was third. 

The importance of vocational rehabilita- 
tion was also underlined by a study of the 
social adjustment of patients three years 
after, commitment to the Massachusetts 
Mental Health Center (1). Of the 106 
patients included in the study 80% were 
found to be working at the 3-year follow-up 
point and there was evidence that “work 
relations were more a satisfaction than a 
stress and that other community relations 
were more stress than satisfaction” (1). 

These two studies further emphasize the 
importance of work in the total readjust- 
ment and reintegration of the emotionally 
handicapped and the need for vocational re- 
habilitation. In accepting this fact it be- 
comes equally important to determine the 
vocational rehabilitation needs not being 
met. An incisive paper by Unterberger and 
Olshansky (5) led us to predict that voca- 
tional counseling would be a most im- 
portant need. 


METHOD AND SAMPLE 


It was decided to focus on the five major 
service areas comprising vocational re- 
habilitation. A personal interview with 
_ direct questions, but administered open-end 
fashion to permit elaboration by the re- 
spondent, was chosen to avoid the lack of 
accuracy and low returns common in the 
use of mailed questionnaires. The inter- 
view was pre-tested with two groups under 
“realistic” conditions. One group of 11 
was composed of the working members of 
103 Club, the ex-patients’ organization of 
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the hospital. The other included 6 mem- 
bers of the hospital team: doctor, social 
worker, nurse, attendant, occupational and 
physical therapists, Each pre-test inter- 
viewee was asked for criticisms and sug- 
gestions and several revisions were made 
on the basis of these trials. 

The total male discharges or tranfers 
from January through June 1955, exclud- 
ing court cases and all others on a 10-day 
observation basis, totaled 90. Of these, 
18 were transferred to other hospitals, 5 
had moved out of Massachusetts, 4 had 
been sent to correctional institutions, and 
3 were over 65. One patient had joined 
the navy and 3 more were too disturbed to 
be contacted, according to their physicians. 

This left a group of 56 patients to be 
interviewed. Original contacts were made 
by telephone and interviews were arranged 
either at the hospital or at home if the 
individual refused to come to the hospital 
or was limited as to time. A total of 28 
patients were interviewed personally at 
home or at the hospital. Three who re- 
fused a personal interview after repeated 
attempts agreed to a telephone interview. 
Two could not be located at all. This left 
a group of 23 who could not be reached 
personally. All of these were mailed 
a mimeographed questionnaire with a 
stamped, addressed envelope. After the 
questionnaire was followed up with an- 
other letter, 3 refused either personally or 
through an intermediary to return them 
and 11 did not respond at all. The remain- 
ing 9 returned the questionnaire. Thus 
the total sample consisted of 40 male ex- 
patients, which compares closely with the 


1™Male patients were selected because they have 
more job possibilities and experiences than females, 
and are much more often cast in the role of bread- 
winner. 
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74% effective sample of Bockoven, Pan- 
discio and Solomon's study (1). 

There was a variation of 45 to 120 min- 
utes in interview time, a result of the 
amount of responsiveness and variation of 
post-discharge occupational experience, the 
difficulty or ease with which the person 
could recall information and express him- 
self, his interest in the survey itself, and the 
individual's need to talk. Many treated 
the interview in part as a therapy session— 
a chance to “let off steam” and speak freely. 


FURTHER LIMITATIONS 


Only male patients hospitalized 11 days or 
more were included to eliminate court cases. 
In addition, patients were excluded who 
were either readmitted or discharged from 
the hospital after June 30, 1955. This was 
done so that everyone in the sample would 
have had a minimum of one year out of 
the hospital and the possibility of a year’s 
work experience. 

The fact that there are two kinds of dis- 
charges—“outright” and “from visit’”—pre- 
sented an additional limitation. Those 
patients discharged “outright” (half the 
sample) left the hospital on the date of dis- 
charge. Those discharged “from visit” left 
the hospital one year before the final date 
of discharge and were at home but “on trial 
visit.” In some cases this time was shorter 
Owing to circumstances requiring an im- 
mediate discharge such as getting a driver's 
license or personnel policies requiring a 
final discharge before employment. These 
discrepancies in discharge dates resulted in 
considerable differences in the length of 
period out of the hospital, although the 
longest time possible was 214 years. 

The age ceiling for the study was set at 
65 years because of the vocational empha- 
sis. This age limit ignores the problems 
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of geriatrics, an important concern of re 
habilitation, but this was done in an effo 
to keep within the recognized retiremen 
age. 


REHABILITATION NEEDS AND 
EXPERIENCE OF THE SAMPLE 


The sample ranged in age from 19 to 6 
the mean age being 34.7 and the media 
also falling between 34 and 35 (see Tabl 
III). Educationally the group divided 4 
follows: the majority, 24, had 12 years o 
less of schooling; one-fourth, 10, had thre 
years or less of college, and the remainde 
6, held bachelor’s or master’s degree 
Nearly half, 19, had received some type 
special vocational training, including grad 
ate college careers (see Table IV). 

At the time of the study 75% of the grou 
were working, quite comparable to 
80% found working three years after com 
mitment in the somewhat larger sampl 
from the same hospital of Bocko 
Pandiscio and Solomon (1). Of this pr 
portion, 1 was retired, 2 had not work 
since discharge, and 5 had had several job 
of short duration. 

Let us first relate the various diagnosti 
categories with the post-discharge occup® 
tional histories (Table I). It is appare 
that schizophrenic psychoses accounted {0 
more than half the cases, which is no 
untypical of the populations of most p$ 
chiatric hospitals. If we compare the num 
ber of jobs held by diagnosed schizophren!! 
with those held by patients labeled wit 
one of the affective psychoses, we find tht 
there is a marked, although not statist 
cally significant, tendency for affective p3) 
chotics to have less vocational fluctuatii 
in the post-hospital period, with a 7 toi 
ratio in favor of fewer than 4 jobs co! 
pared with a 3 to 1 ratio for schizophreni¢ 


TABLE I 
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Diagnosis and number of jobs held after discharge between 1 and 2% years 
for 40 male ex-patients of the Massachusetts Mental Health Center 


I 


NUMBER OF JOBS HELD 


DIAGNOSIS None 1 Only 2-3 4-5 6 Plus TOTAL 
Schizophrenic psychoses 2 5 10 2 4 23 
Affective psychoses ES 6 1 = - 8 
Psychoneuroses - 3 1 1 - 5 
Mental deficiency with psychosis - - 1 = 1 2 
Organic: brain syndrome - - 1 1 = 2 
Total 40 


a Retired 


Furthermore, if affective psychoses are com- 
bined with psychoneuroses, the difference 
from schizophrenics in having fewer job 
changes becomes highly significant (.01 
> p > .005).? 

It is also to be noted that only one of 
the affective psychotics held no positions 
after discharge; this was a post office worker 
who had held the same position for 30 
years and retired because of a physical dis- 
ability. Among the psychoneurotic group 
not a single one remained unemployed after 
discharge. On the other hand, among the 
schizophrenics 2 did nothing at all voca- 
tionally upon discharge and more than a 
third, 8, had to take jobs in completely new 
types of work; not a single one of the af- 
fective or psychoneurotic patients had to 
go into a new field of endeavor. These 
findings seem to confirm the conclusions 
of Rennie, Burling and Woodward (4): 
“The largest group who need and can profit 
by vocational rehabilitation services are 
those whose illness occurred so early in 
their lives that they had not had time to 


become established vocationally, or even 
take adequate vocational training. Most 
of these are schizophrenics, some of whom 


Ee 
2For this and all other tests of significance which 
follow, we used a common splitting point (in this 
case, 1-3 jobs and 4 or more jobs held) and utilized 
a chi-square test for the dichotomized variables, 
corrected for continuity, where N was 31 or more, 
using the formula for chi-square with Yates’ 
correction: 
(lad—bc| —N/2)2N 
2 


x eS 
(a-+b)(a-+c)(b+4)(c-+-d) 

where a four-cell contingency table with one degree 

of freedom is arranged as follows: 


[a | b | a+b 
Eed | ctd 
a+c b4d N 


(See H. M. Walker and Joseph Lev, Statistical In- 
ference. New York, Henry Holt and Co., 1953, 
100-108). 

For instances where N was 30 or less and the 
marginal sums met the requirements, the tables for 
Fisher’s exact test were used (see D. J. Finney, “The 
Fisher-Yates Test of Significance in 2 x 2 Con- 
tingency Tables,” Biometrika, 35(June 1948). Ac- 
ceptable significance was set at the .05 level. 
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break down before they have completed 
their education or have had work experi- 
ence. ... The attitude of employers toward 
them is very different from that toward 
workers who have been well-established.” 

It should be remarked, however, that 
generally the preponderant number of 
patients in all types of diagnoses tended to 
hold fewer rather than more jobs when 
they left the institution. Furthermore, of 
those who held 4 or more jobs, 3 were by 
occupational training and experience 
workers like plasterers and painters who 
usually go from one job to another as con- 
struction projects are completed and thus 
routinely would hold several employments 
in any long period. One who was diag- 
nosed as a mental deficient expectably 
would be qualified for temporary and un- 


TABLE IL 


Age and number of jobs held after discharge between 1 and 2Ye years 
for 40 male ex-patients of the Massachusetts Mental Health Center 


* Retired 
34 


skilled employment only. In this case th 
ex-patient’s occupations were confined to 
such menial tasks as car polishing, law 
mowing and dishwashing. Thus it is po 
sible that the occupational careers of ex 
patients of psychiatric hospitals do not dif 
fer appreciably, insofar as employmenl 
variation is concerned, from those of ; 
comparable group who had not been how 
pitalized, although unfortunately we d 
not have such a control group for compari 
son. 

There is little difference statistically be 
tween being older or younger than 35 year 
and the number of jobs held (Table I) 
In either case there is a trend of about 
to 1 in favor of both age groups holdin 
fewer, rather than more, jobs. However 
when the half of the sample below the 


NUMBER OF JOBS HELD 


Pm e NNN ND & 


TABLE III 
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Age, marital status and status of responsibility for others 

of 40 male ex-patients of the Massachusetts Mental Health Center 

E UNTILL AP a aA E 
MARITAL STATUS A 


AGE Single Married Separated Divorced TOTAL 
15-19 2(1») - = S 2 
20-24 6 1 - = 7 
25-29 TAS 1; 2°) 1 = - 8 
80-34 2 = = Ls 3 
35-39 2 1 te 5 
mot a A(1*) 3(1°) = H i, 
45-49 ho 1 H 2 
50-54 - 1y, - - 1 
55-59 z 1 pe Sa 1 
60-64 2 a a 3 
65-70 = 1 = phy 1 
Total 40 


| ° Has no dependents, but is not self-supporting. 


median age is dichotomized into those less 
than 25 and those from 25 through 34 
years, the latter group has a significantly 
higher probability (.02 > p > .01) of hav- 
ing less job variation, so that for the very 
young subgroup greater “job-hopping” may 
be a function of youthfulness. How this fact 
may be related to the need of younger men 
to experiment with various occupational 
roles and situations until “settling down 
in a groove” we can only surmise, but some 
such association seems likely. It is prob- 
ably more than coincidence that nearly a 
third of the schizophrenic group are in this 
youngest subgroup; none of the affectives 
is in this group. In fact, about two-thirds 
of all the schizophrenics are below the 
_median age, but only one of the affective 


* Has dependents, although single or divorced, and is self-supporting. 
* Has dependents, but currently is unemployed and supported by wife or parent. 


psychotics is in this age group. The patients 
classed as psychoneurotic distribute them- 
selves about evenly throughout the age 
spread of the sample. 

However, age is not the only criterion 
of vocational mobility. Obviously the de- 
gree of freedom with which a person is 
able to change positions, to utilize free- 
dom of movement, depends to a large ex- 
tent upon his responsibilities toward others 
for support. Marital status may be taken 
as a partial index of this factor (see Table 
Ill). 

Excluding the three separated or divorced 
men, the single men, as might be expected, 
tend significantly (.01 > p > .005) to fall 
in the age below the median. But there 
is little difference between the incidence — 


35 


of single and married men as to whether 
they are self-supporting, the former tend- 
ing in a 5 to 1, the latter in a 6 to 1 ratio. 
This is another finding which may lead 
one to infer that, so far as freedom from 
dependence upon others for financial sup- 
port is concerned, the vocational rehabili- 
tation potential of former psychiatric pa- 
tients is relatively high. Both divorced 
men had dependents and were self-support- 
ing. Finally, the fact that most single men 
are below 35 years of age indicates again 
that the older age group has the most social 
responsibilities and therefore the least free- 
dom of job movement. But it should also 
be remarked that there is no significant as- 
sociation between marital status and the 
number of jobs held after discharge from 
the hospital. 

Among our sample there is no appreci- 
able difference between those having an 
education of 12 school grades or less (see, 
Table IV) and those having some college 


TABLE IV 


Education, special training and number of jobs held 
after discharge between 1 and 214 years 


for 40 male ex-patients of the Massachusetts Mental Health Center 


PORE NS 2 SSE OS” 
1 Only 23 4-5 


EDUCATION None 


6th-9th grades 
10th-12th grades 
Up to 3 years of college 1 
College graduate and/or 

graduate training 


* Retired 


Þ Special vocational training and/or specialized graduate training, 


macy, etc. 
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education as to the number of jobs 
Those with up through a high schoo 
cation held fewer jobs in a 3 to 1 ratio 
those in the more highly educated gi 
who held fewer jobs in a 2 to 1 ratio, 
dividing the school-educated group, 
find no statistical difference betwe 
having a 6th to 9th grade backgroun 
those with a 10th through 12th grad 
cation, although there is some tent 
for the latter group to have proportiot 
less vocational variability. ’ 

While the difference is not sig 
there is a marked tendency for th 
an incompleted university career 
fewer or more jobs in about equal p 
tions, while those who completed thei 
lege curricula tend strongly to have” 
employment changes. This latter g 
is occupationally the least changeable 0 
the educational categories. 

There is a marked trend, barely § 
of significance, for those with special t 


NUMBER OF JOBS HELD 


€g., graduate degrees in divinity, | 


s S ) F 


TABLE V 


WHAT THEY DID 


| Returned to same job 


$ 


Different job, same field 
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What 40 male ex-patients of the Massachusetts Mental Health Center did 
compared with what they wanted to do regarding pre-hospital occupation 


WHAT THEY WANTED TO DO TOTAL 


What they did 13 


Receive training and/or 
counseling toward dif- 


ferent job 6 
“Nothing” 
What they did 2 


Receive training and/or 
counseling toward dif- 


ing to hold fewer or more jobs in roughly 
equal proportions, while those without 
special vocational training hold fewer jobs 
ina 6 to 1 proportion. If we consider only 
those with a high school education or less, 
‘the same tendency continues, those with- 
„Out special training holding fewer jobs. 
Roughly the same tendencies exist within 
the 6th to 9th grade group and the 10th 
‘to 12th grade group. 
Thus, on the face of the data, vocational 
_ training other than that gained through on- 
ane experience seems to result in some- 
what greater, rather than less, employment 
Variability. One should not necessarily 
infer from this fact, however, that special 
training constitutes an obstacle to job “sta- 
ility.”” t-m- 
bility.” It may also mean tha y ae 


ferent job 8 
Return to old job 1 
Different job, different field What they did 1 
Receive training and/or 
counseling toward dif- 
ferent job 10 
FNothing” “Nothing” 2 
j Retired What they did 1 
Total 40 


ployment opportunities are available to 
those with special skills and therefore they 
can afford to shop around more in the 
vocational market until they discover so- 
cially as well as occupationally congenial 
work situations. 

It is important at this point to discuss 
briefly the emphasis devoted here to an- 
other variable, the number of post-discharge 
jobs. It might be possible to use this fac- 
tor as an index of rehabilitation adjustment 
if we are clear as to what is meant by “ad- 
justment” and probe some of the implica- 
tions of such a definition. However, it 
seems obvious that while in some studies 
considerable importance is attached to the 
number of jobs held as an index of “good” 
or “poor” work history, this variable has 
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little meaning when used alone and may 
even lead to distorted evaluation of the 
ex-patient’s rehabilitation potential. 

Of what significance is it to call a patient 
who sticks to the same job “stable” while 
labeling as “unstable” or “poorly adjusted” 
one who, in the post-hospital experience, 
casts about in the occupational world until 
he is able to test that world, discover his 
own capabilities, and arrive perhaps at a 
finally satisfying and congenial occupation? 
We do not always have direct evidence 
that this is in fact the case with those in 
the sample who held several jobs, although 
from the facts cited in this section such a 
possibility definitely exists, It is not with- 
out significance, for example, that of the 30 
in the sample working at the time of the 
study, 26 expressed satisfaction with their 
current employment. 

This is not to say that number of jobs 
May not be a partial indicator of adjust- 
ment or “stability” (disregarding the whole 
complicated question of whether and un- 
der what conditions “stability” is even de- 
sirable from the individual ex-patient’s 
point of view), but only that the individual 
case must be examined before final con- 
clusions are drawn. Some confirmation 
for this assertion is found in Table V. Of 
the 20 men who returned to the same job 
held prior to hospitalization, 6 wanted 
training and/or counseling toward prepara- 
tion for a change in career. Of the total 
of 37 who had worked at some time be- 
tween discharge and the time of the study, 
more than half, 19, preferred preparation 
for something other than what they were 
doing. 

But the more positive needs and atti- 
tudes of these ex-patients must also be con- 
sidered. If we compare those who resumed 
their old positions with those who took new 
positions though in the same type of em- 
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ployment, we find a definite tendency, just 
lacking statistical significance, between 
turning to the same job and the desire tg 
do this. That is, most of those who 
returned to their pre-hospital position 
wanted to do this, while those who took 
different jobs in the same field more often 
wanted either to return to their old jobs o 
receive training and/or counseling toward 
a change of occupation. 

If we combine the above groups 
those who returned to the same occupi 
tional field—and compare them with tho 
who had to go to a different field and job, W 
find a significant difference (.02 > p > Ol) 
showing that those who had to try nel 
avenues of employment wanted a chang 
of some kind (see Table V). 

Now, if we dichotomize these last 
groups according to whether they had sp 
cial occupational training, we discover] 
decided, although not significant, tendend 
for those who had special training to retur 
to their same field (a 4 to 1 proportion), # 


the category of those without special skill 
Thus extra training may be expected t 
provide some assurance of returning to th 
pre-hospital type of employment. N 
For the occupational situation just pr% 
to hospitalization, the range of number 0 
places of employment applied to was 1f 
12, with a mean of 2.9 and a median of If 
Thus, slightly more than half applied on 
once. For the first job after discharge t 
range of applications was 1 to 30, with? 
mean of 5.0 and a median of 1.0. For tt 
second job after discharge the range 4 
applications was 1 to 18 with a mean of 4 


after discharge the range was 1 to 17 wil 
a mean of 5.7 anda median of 5.0. 
these employment-seeking experiences in@ 
cate a surprising degree of perseverance ? 


y 

this group of former mental patients, it is 
also apparent that for those who did have 
more than one post-discharge employment, 
the difficulty of obtaining a job seems to 
have increased. In part this is a function 
of the individuals who moved from job to 
job, including those who, as earlier stated, 
usually had seasonal or short-term employ- 
ment. 

On the first job after discharge, 13 of 
the former patients told their employers of 
their hospitalization; 4 of these were 1-job 
holders. Added to those who volunteered 
‘this information were 9 whose employers 
were previously aware of the fact; 6 of this 

group were l-job holders. Therefore, a 
total of 22 employers on the first post-dis- 
_ charge job knew they were hiring former 
j: psychiatric patients. However, on the sec- 
‘ond job only 7 ex-patients informed their 
employers of this fact; of these 4 had also 
“done the same for the first post-discharge 
P employer. By the time of a third job, for 
those who had 3 or more jobs, only 3 men 
told their employers they had been patients, 
and of these 2 had done the same for both 
_ previous employments. Undoubtedly the 
fact that such men had already had one or 
more post-discharge positions meant there 
was no longer any need to explain their 
hospitalization, especially with these pre- 
vious employments as recommendations. 
But there is also the probability that some 
employers did not look with favor on for- 
mer patients, and telling them proved a 
real disadvantage. Our experience in the 
hospital leads us to feel that the psychiatric 
_ patient generally seems to prefer to apply 
for a job on his merits and considers 
_ himself under a handicap when his illness 
_ is known by the employer, except perhaps 
_ in those cases where the employer already 
_ is aware of his status as a former patient. 
_ For the job held just prior to admission 
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to the hospital, the weekly salary scale for 
those men, 36, supplying this information 
ranged from $7.50 to $115, with a mean 
of $55.10 per week. The salary range for 
the first job after discharge was $10 to $115 
per week, with a mean of $57.93, For 
job held by those working at the time of 
the study, the weekly wage varied from $14 
to $120, with a mean of $59.19. While 
being in the hospital resulted in economic 
dislocation for some of these men, especially 
those who did not find immediate employ- 
ment or took a job at a wage lower than 
the one held before entering the hospital, 
it can be seen that on the average being 
in the hospital does not seriously affect the 
wage-earning capabilities of psychiatric pa- 
tients. Indeed, for those who did obtain 
work the average salary was slightly higher.$ 
In fact, for many being in the hospital may 
actually have increased their earning power, 
since crucial psychological problems for 
some men found some measure of solution. 
Reasons for leaving various post-discharge 
positions were reported for 64 jobs. A total 
of 20 were layoffs owing to the jobs’ being 
seasonal or otherwise of a temporary nature 
(construction, grass cutting, etc.). Nine 
were discharges because of changes in work 
force or because of requests for a change 
(such as more wages or some other modifica- 
tion of working conditions). Nine were 
changes for another position for some 
reason, predominantly because the new job 
was seen as better in some way. Working 
conditions led 14 to quit outright, 4 be- 
cause of low salaries, Health was given as 
the reason for leaving 9 positions and “lack 
of interest” in $ cases. In many of the cate- 


3 The increase in real wages, in a time of inflation, 
may have been nil. But what remains important is 
that no decrease in dollars and cents, on the average, 
occurred. 
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gories just cited the ex-patient admitted 
not being able to keep up with the de- 
mands of the job, especially regarding long 
hours or supervisors who were punitive or 
otherwise lacking in understanding. 


SOURCES OF 
REHABILITATION ASSISTANCE 


During the men’s sojourn in the hospital, 
the activities which most helped to prepare 
them for returning to the vocational com- 
munity were given in about the following 
order of frequency: social activities, ward 
duties, occupational therapy, physical ther- 
apy, patient government, kitchen duties, 
psychodrama. Seven of this group of for- 
mer patients felt that none of the hospital 
activities promoted their vocational reha- 
bilitation. Among the majority who did 
deem them helpful, however, most noted 
at least 2 of the activities just named. 

Concerning assistance in obtaining work 
through specific individuals, 13 former pa- 
tients claimed themselves as their only 
source; the following served as the only 
source for others: doctor, 2; friend, 4; social 
worker, 1; relative, 5; former employer, 4; 
occupational therapist, 1. The following 
were listed in combination: relative, doctor 
and self, 1; former employer and self, 2; self 
and minister, 1; doctor and relative, 1; 
doctor and friend, 1; doctor and occupa- 
tional therapist, 2; friend and minister, 1; 
self and friend, 1. Thus, sources of as- 
sistance in preparing for and/or obtaining 
employment on leaving the hospital were 
diversified, with a third of the men feeling 
that perhaps their greatest help was derived 
through their own efforts. 

Means through which these 40 male ex- 
patients obtained a total of 97 jobs within 
the period covered by the study are as fol- 
lows: direct application by self, 29; friend, 
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26; private agency, 10; relative, 8; returned 
to job held open by former employer, 8; 
U. S. Employment Service, 5; State Divi- 
sion of Vocational Rehabilitation, 5; civil 
service, 3; union, 1; university, 1; church, 
l. The large number of jobs obtained 
through direct application indicates that 
many of these former psychiatric patients 
had strong personal resources to meet the 
needs of self-maintenance. Even a larger 
number obtained employment through the | 
intercession of relatives or friends, demon- 
strating the widespread willingness of many 
families and friends to assist the rehabilita- 
tion of the psychiatric patient and/or con- 
tinuing dependency in these instances of 
the patient on those closely related to him. 

Only 7 of these 40 former patients re- 
ported being still in psychotherapy at the 
time of the research: 3 see a psychiatrist 
once a week, 3 see a psychiatrist twice a 
week, and 1 sees a social worker once a week. 
Another is getting chemotherapy through a 
tranquilizing drug. The remaining 82 
either felt no need for further therapy or 
none was arranged during the discharge 
process. 

Of the 37 who worked at some time be- 
tween discharge and the study, 32 felt their 
families approved of the type of work they 
were doing, 1 family disapproved, 3 were 
indifferent. One patient has no family. 

The vocational fate of many of these 
ex-patients might have been altered had 
they received the kinds of rehabilitation 
services which the hospital, under its re- 
search and demonstration grant, has been 
able to set up. Two brief case summaries 
are given as examples of the kinds of chal- 
lenges and duties imposed upon respon- 
sible rehabilitation personnel. 

In the first case, it is apparent that this 
young man must be rendered rehabilita- 
tion services, since he has no means of fa- 
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milial support. R.B., age 19, was diag- 
nosed as having mild mental deficiency. He 
entered school at 7 but was soon with- 
drawn owing to poor health. He was pri- 
vately tutored after this. When R.B. was 
13 his mother committed suicide and his 
father died several days later of a heart 
attack, Soon after this R.B. was hospital- 
ized at a large state hospital near Boston. 
Upon release he was sent to a home for re- 
tarded children and from there to a foster 
home. At 18 he was sent to the Massachu- 
setts Mental Health Center for “becoming 
increasingly destructive and dangerous to 
manage.” His doctor reported that R.B. 
“is apt to get into serious difficulty if he 
is allowed to go on his own, or even con- 
tinue as at present—unemployed and at 
loose ends.” He has worked closely with 
a social worker but the emphasis has been 
on his home and social adjustment. In 
the interviewer's opinion R.B. needs voca- 
tional training accompanied by intensive 
counseling to enable him to increase his 
earning power and sustain himself. 

In the second case, although this recently 
married ex-patient has made a kind of voca- 
tional “adjustment,” further training and 
counseling services could conceivably assist 
him in attaining a higher level of work 
satisfaction. G.V., age 23, has been hospital- 
ized twice, once at another hospital for 1414 
months, and then transferred to the Massa- 
chusetts Mental Health Center for six 
months. He has always been interested 
in working with his hands. He had diffi- 
culty in school with reading and writing 
and left at the end of the 8th grade. He 
went to vocational training school for a 
year and a half but left because he felt 
he had “learned all he could” and was 
afraid to make mistakes in his school work. 
This fear of fulfilling responsibilities was 
again evident when he took a job as a 
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cabinet maker but left when the employer 
wanted to make him an estimator. He 
then worked for a radio repair company 
and performed part-time radio repairs at 
home. This part-time work developed into 
a thriving business but was interrupted at 
his first hospitalization. Since his discharge 
he has had three jobs: one for a month, one 
for 14 months, and the third he still holds. 
He is working on an assembly line and feels 
he can get no further because of his lack of 
formal education. He says he is eager for 
further education and training. 


SUMMARY 


When the study was made 75% of the 40 
male ex-patients of the Boston Psychopathic 
Hospital (Massachusetts Mental Health Cen- 
ter) were working, which compares closely 
with the 80% found working three years 
after commitment to the hospital in another 
study. Schizophrenic patients constituted 
more than half of the sample. There is a 
strong tendency for patients with affective 
psychoses or psychoneuroses to have less 
vocational fluctuation after leaving the hos- 
pital than schizophrenics, although as a 
group the sample tended to have fewer (1 
to 3) rather than more (4 plus) job changes. 
And schizophrenics tended much more 
often to change completely the manner of 
their vocational livelihood than did patients 
with affective psychoses or psychoneuroses. 
When divided at the age median of 35 
years, there is no correlation between age 
and number of jobs held after discharge, 
but within the younger group those under 
25 had significantly more job variation 
than those over that age. This is probably 
associated with the needs of the more youth- 
ful for some trial-and-error before settling 
into a vocational pattern, and also with 
the fact that most of the schizophrenic pa- 
tients were in the below-median group. 
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Job variation is also related to the de- 
gree of freedom for changing jobs, and 
one index of this was thought to be marital 
status and whether or not the person had 
responsibilities for the welfare of others, 
However, no significant association was 
found between being single or married and 
the number of post-discharge positions held. 
And both groups tended by and large to 
be self-supporting. But age is significantly 
associated with marital status, again point- 
ing up the greater responsibilities and lesser 
vocational freedom of the older men. 

The only educational category differing 
markedly in number of jobs held was that 
of college graduate, this group holding 
fewer jobs or making fewer changes than 
any other group. In this regard there were 
only minor differences between having a 
high school, grammar school or incompleted 
college education. 

At all educational levels, having special 
vocational training seems to make no dif- 
ference in number of jobs held; in fact, 
there were more job changes with greater 
frequency of special skills. 

Half of the men returned to the job 
from which they were originally hospital- 
ized, Of the total who had worked at some 
time after discharge, more than half felt 
a need for training and/or vocational 
counseling toward a job change. Most of 
those who returned to their original jobs 
did not feel the need for more counseling 
and training, but most of those who took 
different jobs did feel this need, and the 
difference is highly significant. And hav- 
ing special training made a decided differ- 
ence, at a 4 to 1 ratio, in whether the for- 
mer patient returned to his original job. 

For those with a multiple employment 
experience the difficulty of finding jobs did 
not seem to decrease; in fact, for those who 
had three or more jobs there was a general 
increase in number of applications made. 
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| 
Y 
Nearly 25% of the total sample returned | 
to work for employers who already knew | 
of their illness and an additional 33% in: | 
formed their employers on the first job | 
after discharge that they had been mental 
patients. Thus, 58% of employers on the { 
patients’ first job after leaving the hospital 
knew of the psychiatric illness of these men, 
but this decreased considerably with sue 
ceeding jobs. Unexpectedly, there was a 
general mean increase in salary over the 
pre-hospital wage. Reasons given for leave © 
ing job ranked in about the following de l 
creasing order of frequency: seasonal or 
temporary employment, working conditions 
and salaries, health, request for a raise or © 


reduction in work force, and lack of 
interest. 


| 
| 
| 
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The majority who felt they were helped 
toward rehabilitation through hospital ac 
tivities named the following in decreasing 
order of frequency: social events, ward 
duties, occupational therapy, physical 
therapy, patient government, kitchen duties, 
psychodrama. The following individuals 
were most helpful toward rehabilitation: 
the patient’s use of himself, doctor, friend, 
former employer, occupational therapist, 
minister and social worker. In order of 
frequency these means were used for ob 
taining employment: self, friend, private 
agency, relative, former employer, U. $ 
E. S., State D. V. R., civil service, university; 
union, church. About a fifth of the sample 
were still receiving therapy of some kind. 
Most who worked after discharge felt theif — 


family approved of the kind of employ: 
ment. 


patients were working from one to 2h 
years after leaving the psychiatric hospital 


CONCLUSIONS 

That the majority of the 40 former male | 

seems to point up the probability that 
y 


given methods of treatment currently in 
use and the present rate of relative eco- 
nomic prosperity, there is a good chance 
that the emotionally handicapped patient 
will be able to achieve some measure of 
successful vocational rehabilitation. Such 
an inference gives rise to the consideration 
of what the chances for vocational success 
would be in time of relative economic de- 
pression, since presumably work oppor- 
tunities as well as sources of financial sup- 
port for treatment and rehabilitation would 
be diminished. Perhaps such a possibility 
might be anticipated realistically in re- 
habilitation planning, especially at the 
state and federal levels. 

The findings of the study also underline 
the need for vocational counseling and 
other rehabilitative services both in the 
hospitalized phase of the patient’s life and 
afterward, as shown in the discrepancies 
between what these patients did after dis- 
charge and what they wanted to do (5). In 
general schizophrenics would seem, along 
with mental defectives, to require certain 
special consideration in vocational coun- 
seling and planning, especially with respect 
to the actual type of work to be done. 
However, there is much evidence from this 
study to indicate that the post-discharge 
careers of most former psychiatric patients 
probably do not, as a group, differ drasti- 
cally from that of a comparable non-patient 
group, although such a comparison was not 
possible. Certainly it augurs well for the 
mental patient’s rehabilitation potential to 
know that most of the sample, whether mar- 
ried or single, were self-supporting. 

A sure demonstration of the fact that re- 
‘habilitation begins and could be enhanced 
during the patient’s hospital stay is seen in 
the finding that most of them found social 
activities, ward duties, occupational and 
physical therapy, patient government and 
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so on helpful in their later adjustment. 


Interestingly, having special vocational 


skills seemed to result in more rather than 
fewer job changes, which is interpreted not 
as training being an obstacle to job stability 
but rather as affording the person greater 
employment opportunities and freedom to 
change until congenial employment is 
found. Graduate college careers seem to 
guarantee the greatest degree of vocational 
stability, and four of every five with special 
training could return upon discharge to the 
job held at the time of hospitalization. 


The problem of the use of job variability, | 


or number of jobs held, in the post-hospital 
period as an index of “adjustment” or 
“successful rehabilitation” has received ex- 
amination in the study. It is impossible, 
and a common error of some studies in 
this area, to render conclusive evaluations 
or judgments of the degree of “adjust- 
ment,” no matter what the indexes being 
used, unless the study has been controlled 
with a matched “normal” sample. Only 
with such a control could a baseline for 
“normal” adjustment be established. How- 
ever, certain possibilities suggest them- 
selves regarding the extent of job change: 


e A former patient taking his old job back, 
or holding on to a single post-discharge 
job, is not necessarily making a healthy 
adjustment, although it may be labeled as 
“stable.” It could be an indication of fear 
of change, lack of self-confidence, or resig- 
nation to an occupation which may have 
originally precipitated the emotional dis- 
turbance. On the other hand, having sev- 
eral post-hospital jobs could also be based 
on a high degree of self-assurance (and 
therefore the psychological freedom to ex- 
periment), and a need on the part of more 
youthful men for a period of occupational 


trial-and-error (5). Most of those working - 
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at the time of the study were satisfied with 
their current job. 


© The individual who changes jobs in the 
post-hospital era may in fact be unsuccess- 
fully treated or rehabilitated, so that he has 
not yet built up sufficient physical and 
psychological stamina to withstand the 
pressures of many occupations. 


@ The frequent job-changer may, on the 
other hand, feel dissatisfied or frustrated 
only in certain types of jobs, or he may 
feel realistically that he needs further 
training, education and counseling assist- 
ance to obtain more satisfying employment. 
A recent study by a Veterans Adminis- 
tration hospital (6) indicates that training, 
counseling and placement services for psy- 
chotic patients pay off with a high degree 
of job success and earning power. 


© If in his treatment and counseling the 
ex-patient found that the emphasis was 
laid upon “the job” without much con- 
cern for the kind of job, and if the patient 
felt this would please the hospital staff, 
rehabilitation personnel and his own family 
and friends, he could have accepted the 
first or easiest job he found. Later this 
job might be ungratifying and he would 
have to look further afield. 


© The fact of residence in a psychiatric 
hospital not only forces a period of unem- 
ployment upon the individual, but places 
him, because of community ignorance and 
prejudice, in a more vulnerable position 
than the non-hospitalized person. In any 
case, final judgment regarding a patient’s 
rehabilitation success will have to rest on 
a consideration of multiple factors, rather 
than on a single factor, in the individual 
case. 

Although it was evident that much em- 
ployer and community bias against hiring 
psychotic patients still exists, these seemed 
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to characterize a minority of cases. For 
the most part, wherever they were men- 
tioned by the respondents, the employers 
seemed quite generally willing to hire, or 
rehire, the ex-patient. And family, friends 
and other community agencies seemed fre- 
quently willing to help the more depend- 
ent ones. Furthermore, the earning power 
of the former patient did not seem to suffer 
drastically after he returned to the com 
munity, and the fact that only a fifth of 
the sample were receiving some kind of 
therapy may indicate a high probability 
that the mental patient may achieve a large 
degree of successful and gratifying voca- 
tional rehabilitation, even when left to his 
own resources. However, major needs for 
effective vocational assistance were dis 
covered, with the conclusion that suitable 
services would increase the probabilities 
for happier and more productive ex-patient 
citizens. 
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HARRY ESTILL MOORE 


Some emotional concomitants 


In May 1953 a tornado swept through the 
northern section of San Angelo, a small city 
in the western part of Texas, causing 11 
deaths, injuring more than 150, totally de- 
stroying 320 homes and causing major dam- 
age to 111 others. Damage was estimated 
to be well over $3,000,000. In June 1954 
a second tornado approached the same area 
but did not strike. The previously devas- 
tated part of town, and additional terri- 
tory, were deluged by a heavy rainfall, bat- 
tered by winds up to 65 miles an hour 
and hail which broke many windows, 
pounded large holes in roofs, and beat 
vegetation into the earth. Damage was 
estimated at slightly less than $2,500,000. 
No one was killed and only two persons 
were injured; but lightning had struck 
twice in the same place—almost. 
Following the fitst storm, research was 
done in the area by the writer and as- 
sistants from the department of sociology 


of disaster 


of the University of Texas.t The second 
catastrophe gave a unique opportunity to 
study the impact of disastrous weather con- 
ditions on a twice-exposed population. Re- 
search in the community was resumed with 
the aid of grants from the committee on 
disaster studies of the National Academy 
of Sciences-National Research Council 


Mr. Moore is in the department of sociology at the 
University of Texas. 

1 The study of which this paper is a partial report 
was financed by grants from the National Academy 
of Sciences-National Research Council committee on 
disaster studies, and the Research Council, the In- 
stitute for Public Affairs and the Hogg Foundation 
for Mental Hygiene, all of the University of Texas. 
Academy-Research Council funds were derived 
from the federal Civil Defense Administration, the 
medical services of the Army, Navy and Air Force, 
and National Institute of Mental Health. The con- 
clusions presented are solely those of the author and 
not necessarily those of any of the sponsoring 
agencies. 
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and the Hogg Foundation for Mental 
Hygiene. 

A schedule was constructed on the basis 
of a partial analysis of the first research ef- 
fort, and administered to 114 representa- 
tives of the 150 families in the storm path- 
way who had been interviewed previously. 
Fifteen items were duplicated in the two 
schedules, but the major emphasis was di- 
rected toward uncovering new material 
directly related to experiences in the two 
disaster situations. 

In addition, 22 intensive interviews were 
obtained from persons reported to have 
suffered severe emotional concomitants of 
one or both of the storms. A few of these 
persons were members of families inter- 
viewed following the first tornado. In only 
one case was a second interview denied. 

Comparison of the two samples on several 
objective, factual questions indicated no 
significant variations, although it perhaps 
should be noted that slightly higher per- 
centages of the second sample reported 
home and automobile ownership. This 
well may have been a result of the first 
storm. Relief funds from the Red Cross 
and a local disaster fund had amounted 
to $266,000, of which about $220,000 went 
for rebuilding and refurnishing the homes 
‘of victims. Physically the devastated area 
was in better shape when the second storm 
hit than it had been at the time of the first. 
Partly owing to political considerations, 
the city administration had extended water 
and sewage service, improved streets and 
remitted taxes. Makeshift homes had been 
reconstructed more substantially. The ef- 
fects which remained—and we were to dis- 
cover many—were to be found primarily in 
the personalities of the residents and their 
relationships with others. : 

Storms are no strangers in the San Angelo 
area. The one psychiatrist in the city ex- 
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pressed the definite opinion that there is an 
endemic fear of weather among the resi 
dents, and he cited frequent anxious in 
quiries as to means of escape, in case of 
storm, from his air-conditioned consulta 
tion room in which there are no windows 
At the same time, he said, since these people 
have a strong feeling that it is unbecoming 
to admit fear or other emotional reactions 
only one patient came to him as a result 
of the tornado and none following the 
ond storm. Pharmacists reported almost, 
no noticeable increase in the sale of seda 
tives at either period. Welfare workers, 
with perhaps more intimate contact, also” 
reported no observed incidence of serious 
emotional difficulties growing out of these 
experiences. 
What had been thought of as the most 
reliable and productive sources of informa 
tion produced results only negative to the” 
hypothesis that disasters of the magnitude 
of these would cause prolonged emotional J 
consequences. It was only when we went 
to the victims themselves, and to the sch 
superintendent with his close contact with 
children, and through them with parents, 
that we began to accumulate evidence t0 
support the hypothesis. 3 
The school administrator reported 4 
“high storm consciousness” among pup!” 
and parents, evidenced by increased unea 
ness and restlessness of pupils and by he 
fact that many parents came for or t® 
phoned to request that their children Þ® 
sent home on the occasions of one tornati 
warning and several dust storms which hat 
darkened the skies during the year betwetl | 
the storms. During the same period, 
pline problems had “practically disap 
peared,” and a “Youth for Christ” move 
ment gained great headway among © — 
pupils. This movement had been pres” 
for some years, but it was not until a 
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the tornado that it had really prospered. 
During the year following that event, more 
than 200 of the 1,700 pupils had become 
active, and during the last week of May 
1954 revival services were conducted by 
pupils each night in the school auditorium 
with an even larger number of pupils and 
adults participating. Where this activity 
had largely been ignored, or slightly depre- 
cated, it came to be thought of as a source 
of status as well as security. Members of 
the high school football team began the 
custom of attending one church after an- 
other in a body. 

Such a change in activity is not in itself 
acceptable evidence of emotional damage, 
of course. It could be, on the other hand, 
a healthy adjustment to an environment 
now seen as more dangerous. In either 
case, it indicates that these people had 
developed a more emotional behavior 
pattern. 

Several cases of illness of seemingly emo- 
tional origin following one or both storms 
were reported in interviews. One woman 
said she developed a limp which persisted 
for some weeks, although her physician 
assured her there was no injury. Another 
reported blindness for several days follow- 
ing the storm. A third experienced tem- 
porary inability to recognize intimately 
known family members. One informant 
said that more than a year later she was 
unable to use an air-conditioning machine 
because of the sound of air being pulled 
through it by a fan; this same person said, 
however, that on a trip to Nevada neither 
air conditioners nor high winds had any 
effect on her. Several persons reported un- 
explained weakness, insomnia, nightmares, 
loss of appetite and general depression. 
Often, it was reported, these symptoms did 
not appear immediately following the 
storm; some did not appear until intense 
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activity following the acute emergency had 
ceased. One family reported the complete 
recovery of a member from a chronic ill- 
ness after he had been active in rebuilding 
the home. Such cases are suggestive, of 
course, of the therapeutic value of mean- 
ingful activity following a crisis situation. 

Respondents to interview by schedule 
were asked if they felt that they had fully 
recovered from the first storm when the 
second struck. Only slightly more than 
one-fourth (28%) said they had. Of the 
total sample, almost one-third reported 
they still had emotional problems within 
their families and about one-fifth reported 
both emotional and financial problems; a 
small number listed emotional, physical 
health and financial difficulties. Thus, well 
over one-half these persons admitted to 
emotional problems more than a year after 
the experience. Thirteen percent men- 
tioned only financial problems. Even so, 
the statistics on emotional concomitants 
showed great change when compared with 
results of the first interviews. At that time 
about three-fourths (73%) reported some 
family member suffering emotionally from 
the tornado. 

More objectively, possession of storm 
cellars in the neighborhood had increased 
from 8% to 33% during the year between 
the storms, and many reported using them 
whenever the skies darkened. Of our 
sample, 30% used storm cellars during the 
second storm; 70% reported their tornado 
experience was actively in their conscious- 
ness as they met the second emergency. 
Their feelings and activities at the time 
were described in such terms as “very nerv- 
ous and afraid,” “completely helpless,” 
“physically ill,” “went to church” or “put 
the children to bed and tried to stay calm.” 
One group of five fled in the family car. 
Almost 60% of the families with children 
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reported “much more” fear of unusual 
weather among these members as a direct 
result of the second storm. 

An interesting, and pertinent, attitudinal 
affect is revealed by two questions regard- 
ing financial burdens growing out of the 
second storm. Sixty percent of our sample 
reported loss or damage of property. Aver- 
age loss to homes of sample members was 
$545, with additional losses averaging $132. 
Yet, when asked later in the same inter- 
view whether the second storm would 
“place new burdens on the family,” 68% 
answered negatively. Clearly this discrep- 
ancy could not result from misunderstand- 
ing; rather it seems certainly to refer to a 
feeling of self-reliance and ability to meet 
adversity without admitting hurt, Fur- 
thermore, in view of the much greater 
prevalence of emotional than financial 
problems, it is interesting that in answer 
to the “burden” question, financial prob- 
lems were mentioned five times as often 
as were emotional ones by those confessing 
to have “burdens” at all. These answers 
would seem to fit in with the observation 
that persons in the community placed a 
high value on self-reliance. The inter- 
view materials give a strong impression of 
reluctance on the part of informants to 
admit anything more than “nervousness” 
or to seek medical aid for anything other 
than physical illness. Nonetheless, ample 
evidence of pervasive and prolonged emo- 
tional stress was given by these same re- 
spondents in reply to other questions and in 
free interview situations, and was adduced 
by such observers as the school superintend- 
ent. For example, 15% of the sample said 
they were planning actively to leave the 
neighborhood. Results from the first inter- 
views indicate that less than 4% of the vic- 
tims of the much more serious disaster 
reacted similarly. Hence the probability 
of a cumulative effect on their attitudes. 
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One means of escaping the dilemma in 
which these persons found themelves wa 
to project their fears to others. Possible 
use of this device is indicated by the 
that 60% of the informants thought 


on themselves. One mother asserted hë 
young daughter was so affected that shé 
frequently vomited, could not remain 
seated when the siren at a nearby fire sta 
tion was sounded and showed other symp 
toms of emotional damage. But the daugh 
ter curled up on a couch and slept through 
the description of her difficulties while the 
mother became upset to the point of weep 
ing. It was evident that conversation 
centered on her disaster experience did no 
have the same type of effect ascribed to the 
sounds of sirens. 

Similarly, more than half the respondi 
ents said they had not and would not ofen 
donations to victims of the storm, but about 
two-thirds felt that the Red Cross or some 
other public agency should do so. Het 
we are dealing with a fundamental value 
the obligation to aid one’s neighbor ™ 
time of difficulty—with the probability that 
more persons said they would make dont 
tions than actually would have. But # 
must be recalled that more than 70% 0% 
these persons had received aid from s0™ 
agency following the tornado and that ¢ 
aster relief is one of the strongest argi 
ments used in soliciting funds for the Rel 
Cross and the Salvation Army, thereby fur 
nishing ready-made rationalization for P% 
sons unable or not desirous of coming “i 
the aid of neighbors. 

Events of the magnitude of these sto” 
demand some sort of explanation. A se% 
of questions were asked in an effort to 8% 
at the conceptualization of the disastet °/ 
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those who had experienced it. In reply to 
the question “Why do you think this storm 
hit Lake View?” slightly more than half 
those questioned offered an opinion. These 
“explanations” ranged in nature from re- 
ligious (‘God's will” or “punishment”) to 
quasi-scientific (“storms follow the river 
valley and are deflected into this neighbor- 
hood by the dam across the river”). Be- 
tween these two types is found a third type 
most often couched in reference to detona- 
tion of nuclear devices by the military. Of 
these by far the most frequently given was 
God’s punishment idea, offered by 21% 
of all persons interviewed. Furthermore, 
when the question is made more general 
by asking why the informant thinks so many 
disastrous storms are hitting the United 
States, the percentage of those ascribing this 
situation to Jehovah rises to 31. Similarly, 
the percentage of those who ascribe dis- 
aster to explosion of nuclear devices rises 
from 5% to 18% of all those questioned. 

The temptation is strong to hypothesize 
on the basis of these figures that as the 
disastrous event becomes more distant in 
time or space, it is more likely to be ration- 
alized in terms of some vaguely conceived, 
but not demonstrated, cause. Since “will 
of God” and “science” are the two such 
categories in our culture which are most 
revered, and most awe-inspiring, it is not 
suprising that they should be invoked in 
this instance. 

Further support for this hypothesis is 
found in replies to a question as to whether 
these persons knew of any protection against 
such disasters. Almost three-fourths said 
they did not. But 27% did believe it pos- 
sible to secure protection, and almost ex- 
actly two-thirds of these offered prayer, lead- 
ing better lives or other means of escaping 
God’s wrath as efficacious. The remainder 
placed their faith in a good storm cellar or 
in a combination of storm cellar and prayer. 
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No one suggested political action to cur- 
tail the military nuclear development pro- 
gram. This perhaps reflects the prevailing 
attitude as to the power of the person to 
influence these two sources of potential 
disaster. 

If these persons felt little could be done 
to prevent disasters, they nevertheless had 
definite attitudes toward the agencies of 
relief and rehabilitation active following 
the event. In both interviews respondents 
were asked to express an opinion of the 
nine agencies offering relief and other 
services, and these agencies were then 
ranked in order of preference. Revealed 
attitudes were consistent in 62% of the 
cases. Most of the changes recorded were 
toward a more favorable attitude; only 3% 
of the opinions were more negative. 

In these rankings, it is notable that local 
churches moved up on the second inter- 
view from third to first place and that the 
local disaster fund moved down from fifth 
to seventh position, pointing again to the 
emotional nature of the evaluation. Mili- 
tary forces active in the situation were near 
the top in both rankings, while the Red 
Cross and the federal government were 
eighth and ninth respectively, in both. 
Impersonality and bureaucratic procedures 
are characteristic of these two agencies, and 
this is offered as a possible explanation of 
their rankings. 

Respondents were asked in both inter- 
views to express their opinions as to whether 
their neighborhood and city would be bet- 
ter off, about the same, or worse off after 
the storms. This was done in an effort to 
get at the fundamental emotional tone 
induced by these catastrophes. Again 
changes in expressed attitudes were tabu- 
lated in terms of change to more favorable 
or more negative. While 52% of the re- 
sponses remained unchanged, 13% became 
more favorable in their outlook on the 
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future; 2% switched from a “better” to a 
“worse” forecast of their future. 
Undoubtedly the efforts of city officials 
to improve the stricken area are reflected 
in the optimistic tone of these replies. But 
results from the same question in Waco 
following the 1953 tornado in that town 
gave only slightly less optimistic replies. 
Furthermore, the knowledge of the resi- 
dents of these communities that they had 
met a severe disaster, had survived and 
rebuilt their cities appears to have devel- 
oped a feeling of collective confidence. In 
addition, the recognition which came to 
them in the form of donations and more 
direct help from their fellow citizens seems 
to be another factor of importance. Con- 
siderable hostility existed between Lake 
View and the remainder of San Angelo. 
But during an interview a woman asserted 
this had largely disappeared. “I can go 
down the street now and if I say I’m from 
Lake View, they are better to me and nicer 
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than they used to be. And it took just 
[tornado] to make it so.” 

In conclusion, it appears evident 
the emotional concomitants of thes 
disasters were more severe and more 
than the economic consequences, sé 
though the latter were. i 

But loss was thought of primarily in 
nomic terms by these persons and t 
was reluctance to recognize or to m 
manifest this emotional stress. Howe 
it was not difficult either through 
or through more intensive intérvi 
demonstrate the widespread existend 
the emotional reactions described. 
tendency to think of loss in economic t 
may explain why so little attention has 
paid to the more lasting emotional 
of disaster by students of such pheno! 
By the same token, it indicates the 
for research in this area by persons sk 
in recognizing and delineating such 
culties when they are not clearly recogt 
by many of those suffering from ther 
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HELEN L. BECK 


Short-term case work service 


in a preadmission-admission unit 


of a mental hospital 


Short-term treatment in case work is always 
geared to the increase of effective ego func- 
tioning in a specific area. It has been a 
technique used for years in emergency situ- 
ations in such agencies as the Red Cross 
or Travelers Aid. Increased attention is 
being given to such an approach in other 
settings at the present time. 

Experience shows that even in agencies 
set up for long-term case work contact a 
large percentage of cases do not continue 
beyond 3 interviews (747). National sta- 
tistics on family agencies indicate that 53% 
of the cases accepted for service had fewer 
than 2 interviews (10% no interview, 43% 
one interview), 29% had between 2 and 6 
interviews and only 12% had 7 or more 
interviews. Although statistically every 
case that had more than one interview is 
counted as a continued service, a case that 
has fewer than 4 interviews is by its nature 
a short-term service. Whether these cases 


were set up from the beginning to be 
completed in this short period of time, or 
whether the client withdrew from contact 
would have to be determined. However, 
the decision regarding length and intensity 
of contact should not be left to accident, 
but should be based on diagnostic criteria. 

As a rule, a client in an acute crisis is 
looking for some immediate relief of pres- 
sures. The emergency situation may have 
been brought about by conditions outside 
the control of the individual or caused by 
long-standing mismanagement of the situa- 
tion by the client. The fact remains that the 
usual patterns of behavior are of no help 
fai 5 ME MR OE Va KC OS sy 


At the time she wrote this paper Miss Beck was 
with the Cleveland Receiving Hospital and Ohio 
Institute of Psychiatry. She is now the chief psychi- 
atric social worker in a new unit for mentally re- 
tarded children at St. Christopher's Hospital for 
Children in Philadelphia. The unit is sponsored 
by the U. S. Children’s Bureau. 
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in the handling of the emergency. Case 
work treatment, to be effective, has to be 
focused on treatment of this immediate 
emergency. The service may end after the 
crisis has been handled or continue after 
the immediate pressures have been relieved, 
according to the needs and inclination of 
the client. He may lack readiness to in- 
volve himself in a long-term treatment 
situation, either because of his personality 
make-up, his comfort with his usual life 
situation, or the severity of the crisis he is 
currently facing. 

Apart from these diagnostic considera- 
tions, choice of short-term treatment may 
be prompted by agency setting and pur- 
pose. This has become increasingly ap- 
parent in settings where case workers func- 
tion as members of a team. Case work 
goals in such a setting have to dovetail 
with the over-all goals of the team. Adap- 
tations to the case work approach have to 
be made in the interest of the over-all 
agency functions. In a hospital, for in- 
Stance, a patient may be medically ready 
for discharge before he is emotionally pre- 
pared to return to the community or before 
his social problems have been sufficiently 
worked through. To achieve maximum 
gains for the client in such a situation, 
worker and client have to select priority 
areas for case work help. The worker 
needs to develop insight and skills that 
will enable him to give effective help in 
short-term contacts. Such skills would be: 

1. Clear understanding of his own func- 
tion and the limitations within which he 
has to operate, so that he can select treat- 
ment goals attainable with these limits.1 


1 Eileen Blackey, “Social Work in the Hospital,” 
Social Work 1(April, 1956), 43. 


2 Leontine Young, “Diagnosis as a Creative Process,” 
Social Case Work, 37(6, 1956), 275. 
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2. Ability to break down a seemingh 
overwhelming situation into its element 
and then help with the handling of th 
most pressing aspects of the problem, on 
at a time. This will make apparently i 
surmountable difficulties amenable to soli 
tion. 

3. Ability to focus diagnostically qui 
and to develop a feasible plan prompt 

4. Ability to use available time 
nomically. 

5. Ability to go out quite directly toward 
the client without overwhelming him. 
worker needs to involve himself in 


make his own decisions and necessary 
transfer. , 

6. Ability to use authority based on pro 
fessional skill and knowledge rather tha 
on legal considerations. 

Over the last year and a half we hav 
experimented with the development 
specific skills in short-term treatment, i 
the preadmission-admission service of he 
Cleveland Receiving Hospital and Stalé 
Institute of Psychiatry. Although our findi 
ings are by no means conclusive, they maj 
be of interest to workers in similar setting’ 
and may be applicable to other setting! 
as well. f 


THE ADMISSIONS SERVICE 


Social services are, as a rule, not involve® 
in the admissions to a hospital. Whethet 
a patient should or should not enter a hos 
pital is obviously a medical decision. How 
ever, the families and patients affected bY 
such a decision have many problems, ™ 
lated to the medical difficulties, with whi@ 
they need case work services. They need 
to understand the implication of the illn 
and of hospitalization, and their choices i 
available plans. Misconceptions regarding 


hospital care and anxieties around these 
may have to be cleared up before plans can 
be accepted by them. Help with practical 
arrangements may be necessary. 

These needs of the patient and the 
people involved in his hospitalization are 
increased when hospitalization is necessi- 
tated by mental illness. Social as well as 
psychiatric factors have a bearing on 
whether a patient should enter a mental 
hospital, whether he should be referred for 
out-patient psychiatric care or for some 
“other kind of help. The doctor can make 
his disposition best if he has knowledge of 
both psychiatric and social factors available 
for a decision. 

The preadmission-admission unit was 
set up as part of social service to provide 
for these needs outlined above. 


THE SETTING 


The Cleveland Receiving Hospital and 
State Institute of Psychiatry is a state 
mental hospital set up for the treat- 
ment of acute, short-term mental ill- 
nesses, It functions in three areas: treat- 
ment, training and research. The social 
service department of the hospital consists 
of 5 trained group workers and 12 trained 
case workers. Eight of these case workers 
serve hospitalized patients and their fami- 
lies during and after hospitalization. Four 
case workers provide services in the pre- 
admission-admission unit. A case aide has 
been added recently to this unit on an 
experimental basis. 

The preadmission-admission unit car- 
ries between 170 and 200 cases a month, 
with interview volume between 400 and 
600. This includes personal as well as 
telephone interviews. The telephone con- 
tact in the unit has to be considered as an 
interview, since frequently a complete and 
complicated case work service is given over 
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the telephone. Almost half of the cases 
coming to the attention of the unit do not 
need hospitalization but referral to other 
facilities. This underlines the importance 
of such a service. 

The aims of the unit are: 
1. To help people who apply to the hospital 
by determining what their needs are. 
2. To facilitate admissions by other than 
court commitment.’ 
8. To attempt to involve patients and fami- 
lies as much as possible in decisions regard- 
ing plans. 
4. To assist patients and families in using 
the hospitalization period positively by pre- 
paring them carefully for this experience. 

Because of the nature of the unit, service 
is always geared to referral elsewhere, either 
to an agency outside the hospital or to the 
in-hospital worker. Service is also always 
brief, although there is considerable vari- 
ation in the length of the contact. A case 
may be active from a few hours in an 
emergency situation to several weeks in 
situations where problems have to be clari- 
fied and resistances worked through. The 
number of contacts and their intensity also 
vary and are not in direct ratio to the 
length of the contact. 


SKILLS IN SHORT-TERM 
TREATMENT 


Work in the unit is focused mainly on 
the following areas: 


1. Establishment of a relationship that 
will enable the client to move ahead with 
plans and permit transfer to another 
worker after admission or referral to an- 
other agency. This is in contrast to the 
relationship in a long-term treatment situ- 


3 Ohio has a law that permits mental patients to 
enter a State Hospital voluntarily or by certifica- 
tion without loss of legal status. 
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ation which is developed in terms of long- 
range goals. The emotionally seriously 
handicapped client is often unable to 
establish a treatment relationship that 
could be sustained over long periods and 
through the stresses of deep-level therapy. 
He may be quite capable of developing a 
relationship that will enable him to use a 
worker in one clearly focused trouble area. 
2. Gathering of diagnostic material that 
` will aid the worker in developing the best 
possible plan for the patient and his family; 
that will aid the doctor in his disposition 
of the case; and that will provide the basis 
for further case work contacts with the 
in-hospital worker. Again, such diagnostic 
material is used differently in a short-term 
contact from the way it is used in long- 
term service. The worker will generally 
be guided in his handling of a case by the 
psycho-social implications of the material. 
As a rule he will abstain from using it 
directly with the client. It may not be 
indicated in the total situation. There 
may not be time to handle the feelings 
aroused by the direct use of diagnostic 
material that may hamper action necessary 
for a solution of the current emergency. 
3. Establishment of collateral contacts on 
a selective basis for clarification and ampli- 
fication of facts related by the client and 
as a protection against working at cross- 
purposes with other agencies active in the 
situation. In short-term service particular 
attention has to be given to maintaining 
a proper balance between working with the 
patient and his family and the use of out- 
side assistance to speed plans and increase 
the efficiency of plans with other workers. 
4. Assessment of Strength and weaknesses 
in the situation. 
5. Development of a feasible plan. 
6. Assistance to the persons concerned 
with the carrying through of these plans. 
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These seem many steps to be taken 
short contact. We have found they can} 
taken in a surprisingly short time if nece 
sary. The ability to recognize quickly th 
most important points in a situation, to 
them clearly and to focus them for th 
clients will help in following through the 
steps. Time needs to be used economical 
in the areas where it has most effect. 

The following are case examples selecté 
to illustrate the steps taken. Most of 
situations described will actually illustrat 
a number of steps, although they 
chosen particularly to point up one 6 
another. 

Since the study is focused on case 
treatment, the role of the psychiatris 
in the steps taken is not discussed in an 
detail in the examples. Each case is cleared 
with the chiefs of services. There is vati 
ation regarding the timing of such cleat 
ance in relation to the material availabl 
and the needs of the case. ` 

In each of the cases presented here, the 
psychiatrist was involved in the planning 


CASE I: RELATIONSHIP 


Contact in this case lasted for about a 
The patient involved was potentially dani 
gerous. However, the worker felt 
forced hospitalization would be quite dë 
structive to him and would interfere 3 
hospital adjustment and later recovelf: 
The doctor concurred in this thinking re 
in the plan that was developed. a 
safeguards were set up, a contact with 4 
community agency was made and a neigh 
bor stood by to support the patient a% 
take action should this become neces 
Mr. K, the patient, was referred to US’ 
telation to his wife’s hospitalization, î 
during the interview he began to dis 
his concern over his own ideas of referent 


The social worker pointed out to him that 
he too needed help. The hospital psychia- 
trist who saw him at the request of the 
social worker advised him that he should 
remain in the hospital. Although he 
agreed to this, he’ felt that there were 
“things he had to attend to” before he 
could enter the hospital. The worker was 
well aware of his limited ability to form a 
relationship and of the tenuous quality of 
such a relationship. She knew that if she 
were to help Mr. K at all she had to move 
at his pace to develop a relationship that 
would help him trust her and use her to 
help him with plans. She also knew that 
such a relationship could act as a deterrent 
against sudden complete disintegration. 
The worker therefore gave recognition to 
the seriousness of the situation without try- 
ing to alarm Mr. K. Ego support was given 
by recognizing his ability to plan and carry 
through plans, and his awareness of his 
own condition. 

During the days that followed, Mr. K 
maintained a telephone contact with the 
worker. When the patient realized that 
his work ability had decreased, he came 
to the hospital for admission. Again he 
was unable to stay, although he signed the 
first admission papers. It seemed that he 
was beginning to anchor himself to the 
hospital. He promised to enter the hos- 
Pital the next day. Some thought was given 
to detaining him against his will because 
of the potential danger. The doctor was 
again consulted. He felt that the risk could 
be taken in view of the relationship be- 
tween the worker and the patient and the 
fact that the neighbor could be counted on 
to be supportive, and move quickly if 
necessary. : 

Mr. K came the next day. He was calm, 
signed the rest of the papers and went to 
the ward with a feeling of relief and 
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achievement. The sense of achievement, 
at the time of threatening ego breakdown, 
can be very strengthening and go a long 
way toward healing. 


CASE II: GATHERING OF 
DIAGNOSTIC MATERIAL 

The following case illustrates how difficult 
it is for relatives to give an accurate, real- 
istic picture of a situation while under 
the pressure of an acute emergency, and 
how often they omit the most pertinent 
details. 

Mrs. S applied for hospitalization for 
her young son. Dick was seriously mentally 
retarded, but his father had always been 
able to manage him by keeping the boy 
close to him and “finding simple work for 
him in the family’s business. After the 
sudden death of the father, Dick was ab- 
ruptly left without this support and guid- 
ance. The impression from the mother’s 
description of the situation was that she 
could not handle him and that he needed 
care in an institution for the mentally de- 
ficient. However, since the family had a 
physician who had cared for the boy for a 
long time, the worker thought it safer to 
get permission to contact the physician. 

In discussion with the doctor it was 
found that Dick, after the father’s death, 
had become despondent and had developed 
a number of clearly psychotic symptoms. 
While eventually he would have to be insti- 
tutionalized for his mental deficiency, he 
did need immediate psychiatric care. The 
mother, although aware of the psychotic 
symptoms of the son, was able to describe 
them only after the worker knew about 
them, and could help her discuss them. 


CASE III: ESTABLISHMENT OF 
COLLATERAL CONTACTS 


This case was selected because it shows 
clearly how treatment begins with the first 
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contact. A case work technique aimed at 
setting up the case is already part of case 
work treatment. The use of collaterals 
sets the stage for the later contacts. The 
client gets a first inkling of the worker's 
capacity to control the client’s acting out, 
which is helpful and therefore reassuring 
to the client. 

Jane came to the hospital at the sug- 
gestion of a private psychiatrist. She com- 
plained of utter loneliness and despond- 
ency. She felt completely rejected by her 
family. She assured the worker that her 
parents would not be interested in any 
plans she was making and that they need 
not be involved in her hospitalization. 
Jane had been known to an excellent com- 
munity agency. Permission was asked for 
and granted to contact the agency. The 
agency worker was inclined to agree with 
Jane's description of her parents, whom she 
knew only slightly. However, our admis- 
sion case worker had become suspicious of 
‘Jane's manipulativeness as apparent in 
the intake interview and as described in 
the report of the other agency. She thought 
it wise to get a first-hand impression of 
the parents. This seemed particularly im- 
portant in view of the girl’s youth and the 
seriousness of the step she was preparing 
to take. Furthermore, she would need her 
parents on discharge. It also seemed im- 
portant to clarify hospital authority and 
need for an orderly procedure. The worker 
insisted that she be permitted to try to 
contact the parents. 

The parents responded quickly and 
warmly to the fact that they were consid- 
ered of importance to their daughter. It 
became obvious that the patient had al- 
ways taunted them by keeping them away 
from her affairs and then accusing them 
of lack of interest. Contact with the par- 
ents not only provided a more accurate 
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picture of their interest in their daugh 
ter, but also provided information whic 
the patient had withheld. The worke 
learned that the girl, in her desperate dig 
organized search for help, was currently in 
therapy with still another psychiatrist who 
was unaware of hospital plans. Permission 
was obtained to contact this psychiatrist toa) 
and to get the latter’s participation 
whatever plans could be developed co 
operatively. 

Case work process was focused on curtail 
ing the patient's acting out and manipula 
tion. The patient was helped to see that 
she would have little return from her ef 
forts to obtain help by continuing pres 
patterns. However, no effort was made to 
handle any of this on a deeper level. 


CASE IV: ASSESSMENT OF 
STRENGTH AND WEAKNESSES 


The following case was completed in t a 
short telephone contacts. The client, og 
phoning in, was obviously in a momentaty 
panic and felt she needed to “do some 
thing” without being able to determine 
what she needed. It was not possible t0 
get a complete history of her difficulties 
nor did this seem necessary. l 

Mrs. T had been unable to sleep or eal 
since the recent death of a somewhat dis 
tant relative. Friends were telling her that 
she would be “losing her mind” if she coti 
tinued this way. It seemed that Mrs. T 
did not really want hospitalization, # 
though the protection hospitalization. 
would afford from the stresses of daily i 
ing seemed enticing to her. f 

To get to the crux of the present upsth 
the worker focused away from the immi | 
ate panic. In discussion, Mrs. T sounded 
upset but rational and well organized ™ 
her thinking and daily functioning. 5 
maintained her household and a job wi" 


out difficulties, continued relationships 
with family and friends and pursued out- 
side activities. When the worker wondered 
whether there was not something more im- 
mediate than the death of a distant rela- 
tive that was upsetting to her, Mrs. T spoke 
about a serious marital problem of long 
standing. Mrs. T showed little response 
when referral to a family agency was sug- 
gested as an alternative to hospitalization. 
However, she became quite interested in 
the possibility of psychiatric out-patient 
care. 

The client’s strength here lay in her 
ability to continue to function in spite of 
a serious stress situation, and in her 
capacity for evaluating alternate plans of- 
fered. The extent of the weakness in the 
situation (the marital difficulties) was not 
known. The client’s preference for psy- 
chiatric care over family service help may 
indicate what it might be. Quick plans for 
hospital care could lead to serious break- 
down of defenses in a situation like this, 
rather than help with the ego functioning. 


CASE V: DEVELOPMENT 
OF A FEASIBLE PLAN 


Acceptance by the hospital is not enough 
to get a patient to come into the hospital. 
Even when hospitalization is the answer to 
a patients problem ambivalent feelings 
about this on the part of all persons in- 
volved have to be anticipated and dealt 
with. Because of their guilt feelings the 
family suddenly may wish not to be in- 
volved in the actual hospitalization pro- 
cedures. Rejection of the patient or re- 
sistance to the plan by one member of the 
family may have to be worked through. 
Considering again the time element, par- 
ticularly in an emergency situation, the 
handling requires full understanding, com- 
passion and very quick thinking on the 
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part of the worker. The possibility of 
physical danger to the people involved also 
has to be considered. 

The following case is an illustration of 
development of the plan, and help given 
step by step toward its acceptance: 

Mr. N had been mentally ill for a num- 
ber of years and was aware of this. He had 
had one private hospitalization, but had 
left the hospital because of his fear of 
treatment. He was potentially dangerous, 
and this was one area of his illness of which 
he was unaware. His wife had delayed 
taking steps toward hospitalization out of 
fear of what he might do. Finally hos- 
pitalization was agreed upon. 

The morning Mr. N was to enter the hos- 
pital he stipulated that he would come only 
if binding promises regarding treatment 
were made. Both he and his wife knew 
that such a promise could not reasonably be 
expected. Efforts by the worker to talk to 
him by phone and appeal to his reason- 
ableness, which outside his paranoid system 
was good, had little results at first. He be- 
came upset, although he remained friendly. 
Plans for Mrs. N to call outside help seemed 
not possible at that moment. Mrs. N was 
encouraged to try to bring her husband for 
at least a personal discussion of the mat- 
ter and to keep in touch with the hospital. 
An hour later the couple walked in. Mr. 
N half jokingly repeated his terms, but 
responded to the worker’s statement that 
he knew he was not reasonable and that he 
would resent efforts to fool him, Talks 
with the worker and the doctor had a 
calming effect. He responded to efforts to 
help him maintain controls. He obviously 
also began to feel easier about a place 
where a sincere effort was made to under- 
stand his feelings and to help him with 
them. When it became apparent that he 
would be unable to make a decision, the 
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decision as to whether he should be re- 
tained against his will was left to Mrs. N. 
~ When she decided for this, Mr. N was in- 
formed that the doctor felt he needed to 
stay. He made one effort to walk away, 
but desisted when he realized that he could 
be detained by the attendants. He was 
encourged to maintain his self-control and 
not put himself in an undignified situation. 
His request that his wife accompany him 
to the ward was granted. He settled quickly 
into hospital routines and remained 
amenable, 

This process had taken about one hour. 
It saved hospital time in the long run. 
Had he been physically overwhelmed, the 
feelings aroused would have rankled for a 
long time against his wife and against the 
hospital. Valuable treatment time might 
have been lost. Even after a patient has 
become accustomed to the hospital, a 
flare-up of angry feelings is quite likely 
at the time of discharge if there is residual 
resentment. 


CASE VI: ASSISTANCE WITH PLANS 


There is no clear delineation between one 
and the other technique and as mentioned 
earlier each illustration given shows a num- 
ber of steps involved. The cases were 
chosen for the area of emphasis. In the 
following case illustration, emphasis was 
on helping the client with a plan that was 
basically not his, but seemed sounder than 
the plan developed partially in self-defense 
by the patient’s father. The hospital knew 
that Mr. R's anxiety was somewhat exag- 
gerated. However, since he had a severe 
physical disability, his anxiety was a serious 
factor to be considered in any plan. Mr. 
R asked that his daughter be re-accepted 
for hospital care because of recurrence of 
previous symptoms. He wanted to tell her 
that she was to come for a routine follow-up 
visit. The worker discussed with him the 
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possible repercussions of such a scheme 
Suggested a number of alternatives. It w 
decided that he would have some rela 
present when approaching his daughi 
with the need for re-hospitalization. H 
could then tell her that to relieve her pn 
ent discomfort, the doctor had wanted | 
give some medication that had to be gi 
in the hospital. He could also tell her th 
she would have an opportunity to rai 
questions regarding this plan on coming 
the hospital. 

Apparently this worked much 
easily than the father had anticipated. 
coming, Miss R asked for a “private” inter 
view with the worker and with the doctot 
She became intrigued when she found thal 
she would be able to sign her own admi 
sion application and treatment pé ‘ 
This possibility for some self-determinatio 
in a situation that had initially seemed comi 
pletely beyond her control had a good deil 
of meaning to her. There was then m 
feeling about having been “tricked,” m 
need for anger or guilt about this. 


CONCLUSIONS 


The techniques described here are ni 
really different from techniques employ 
in any situation in which case work 8 
effective. The differential lies in the app! 
cation of these techniques and in the arei 
in which emphasis is put. F: 

In short-term contacts these points 4 
important: 
Relationship. Service is often given ® 
situations where no decision has yet be 
made as to whether the people involv 
in the contact will actually become client 
The type of relationship developed has” 
enable the client to accept service from # 
worker, as well as to accept transfer t0 f 
other worker, either within the hosp 
or at another agency. 4 
Diagnosis. There is need for great catll 


on the part of the worker regarding the 
psycho-social diagnosis and the possible 
solutions. He has to use time most eco- 
nomically, and reach out toward the client 
more actively than is usual in the more 
conventional situations. A complicated 
service may have to be given within a 
single contact that may not even be a per- 
sonal one, but be conducted over the 
telephone. 

The collection of collateral material has 
to be on a very selective basis to be avail- 
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able immediately for diagnosis and treat- 
ment plan without interfering with action 
by profusion of detail. 

The use of diagnostic material has to 

be carefully weighed in relation to the im- 
mediate situation. 
Treatment. The worker has to align 
himself with the healthy part of the ego. 
The techniques used are mainly clarifica- 
tion and support. The worker must have 
faith in the capacity of the client to use 
such an approach, 
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ALAN O. ROSS, Ph.D. 


Confidentiality 1 


child guidance treatme 


The confidentiality of psychotherapeutic 
interviews is a well-established and gen- 
erally accepted principle. Inherited from 
medicine on its ethical basis, practical con- 
siderations have made it a virtual sine qua 
non in psychiatry. Without the assurance 
that his communications will be held in the 
strictest confidence, no patient would feel 
free to divulge the highly personal material 
which needs to be verbalized if treatment 
is to be effective. In the psychotherapy of 
adults the therapist will usually assure his 
patient during the first interview of the 
confidential nature of treatment. In the 
Tare case where it may appear therapeuti- 
cally necessary to diverge from this prin- 
ciple, the conscientious therapist will at- 
tempt to obtain the patient's specific 
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concurrence before revealing material ol 
tained during treatment to an outsi& 
This rare instance where confidential 
thus becomes relative instead of rema ni 
absolute is usually one involving an al 
danger to the life of the patient orf 
others. a 

The concept of absolute confidential 


but in a clinic or training setting WM 
the need to discuss case material with SUP 
visors or other members of the clinic %4 
brings third parties indirectly into Ñ 
therapist-patient relationship. In a dm 
these third parties also include dé 

personnel responsible for record-keeh 
and the confidential relationship thus 4 
tains between the patient and “the E 
as a professional institution. The po?) 
ethical responsibility for confidentia 


rests at all times with the therapist. When- 
ever treatment takes place under these cir- 
cumstances, the patient should be made 
aware that the principle of confidentiality 
is being extended to include other, indi- 
rectly involved individuals. 

The practical need for assuring the pa- 
tient of the confidentiality of his communi- 
cations, important in the treatment of 
adults, becomes crucial in the treatment of 
children: Most children, and particularly 
those being treated for emotional disturb- 
ances, have had important experiences 
which they entrusted to or shared with one 
adult, who promptly revealed the infor- 
mation to another, to the embarrassment 
and chagrin of the child. A neighbor, ob- 
serving the child in some “forbidden” ac- 
tivity and rushing to tell his mother; 
mother telling father of the child’s mis- 
deeds; or parents sharing a laugh over 
something “funny” the child said or did, 
are frequent childhood experiences. Often, 
too, a child may have worked up courage 
to make known to his mother an important 
question or a confidential experience, only 
to have the mother share the material with 
the father or another adult in the most 
casual manner. From such situations many 
children generalize that adults cannot be 
trusted and when a therapist first enters 
the picture he is usually viewed as just 
another adult, in alliance against the 
child. 

The initial experience in a child guid- 
ance clinic contact tends to reinforce this 
idea, which is compounded by generaliza- 
tions stemming from visits to the pedia- 
trician or family physician. The parents 
usually contact the clinic before bringing 
in the child, who then comes to a place 
which is strange to him but familiar to his 
parent. In most instances the parents are 
unable to prepare the child adequately 
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for his visit to the clinic, for no matter 
how well preparation was rehearsed with 
the parents during the initial contact it 
frequently becomes distorted or omitted 
entirely because of the parents’ own anxiety 
and conflict about the visit. 

The child, arriving at the clinic anxious 
and confused, has nothing but his own 
generalizations about doctors and adults by 
which to order this new experience con- 
ceptually. Being responsible for bringing 
the child to the clinic and having obvious 
familiarity with the physical layout and 
the receptionist, the mother is viewed by 
the child as having “the inside track” in 
the clinic—apparently being in conspiracy 
with all the other adults inhabiting the 
place. Assuming that the child is first 
undergoing an evaluation, as is usual at 
most clinics, he will at this point be seen 
by an adult who will either want to “play 
and talk” with him or give him psychologi- 
cal tests. It is unlikely that this contact will 
do much to change the attitude with which 
the child came to the clinic. He will un- 
doubtedly assume (and usually correctly) 
that the “doctor” talked to his mother be- 
fore he saw the- child, thus getting her side 
of the story, and that he is going to talk 
to her again afterwards to tell her what 
he “found out” about the child. Every- 
thing that happens would appear to be for 
the mother and against the child. 


As stated earlier, confidentiality cannot be 
aboslute in a child guidance clinic because 
information received from the patient must 
be shared with other staff members. The 
team approach in which mother and child 
are treated by different individuals requires 
that the two therapists involved in a given 
case frequently and regularly exchange in- 
formation relevant to that particular family. 
This exchange of information may be oral 
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or written (through the medium of the case 
record) and it may take place in an in- 
formal discussion between the two thera- 
pists or in the setting of a staff conference, 
where the information is shared with yet 
other professional persons. This is a modi- 
fication of absolute confidentiality, dis- 
cussed earlier, and the patient is entitled 
to know that this condition obtains and 
that it is in the best interest of treatment 
progress. The adult members of a family 
in treatment will usually accept this rela- 
tively easily, and if any doubts about the 
confidential nature of communications 
should later on disrupt the treatment rela- 
tionship, they can be worked through like 
any other resistance mechanism. 

In the case of the child, however, the 
situation is somewhat complicated, for he 
may be expected to find it more difficult 
to conceptualize the nature of the thera- 
peutic team operation. If, following evalu- 

ation, the child is taken into treatment, the 
therapist will have to establish a relation- 
ship of confidence and trust within which 
treatment can become possible. This task 
is complicated by the child’s attitude of 
not trusting adults in general and the 
people at the clinic in particular. Again, 
as at the time of the first contact, the child 
is brought to the clinic by the mother, 
and although she is not in the same room, 
her physical presence in the building con- 
tinues to make the child suspect that she 
will find out anything he may do or say. 
The question of confidentiality of the rela- 
tionship thus becomes of Paramount im- 
portance. The therapist will want to ex- 
plore the child’s feelings and thoughts 
about his coming to the clinic during the 
first treatment sessions. He will want to 
discuss what sort of a Place the clinic is, 
what will and what will not happen to the 
child, and what he can and cannot do. As 
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part of this general introduction to tre 
ment the question of confidentiality shou 
be taken up, but what and how should i 
child be told about it? 

A statement, such as “Everything youd 
and say in your hour with me is strid 
between the two of us and I won’t tell yoi 
mother about it,” is obviously incompld 
but anything more than this raises a gre 
many problems. If one adds “While youal 
playing and talking with me, your moth 
will be talking to her social worker and th 
social worker and I will be talking wil 
each other from time to time so that we @ 
all help you better,” one tends to le 
support to the child’s initial suspicion thi 
his mother will hear about what he says and 
does in his treatment session. It would thi 
be necessary to add a specific assurance thal 
neither the therapist nor the mothem 
worker will tell the mother anything abot 
what goes on in the child’s hours. Un 
fortunately, even this extended statemen 
fails to cover every potential situat 
What if the therapist becomes convinttl 
that a child is serious about a threat í 
commit suicide or that a 5-year-old actuals 
plans to run away from home? Most thet 
pists would feel obliged to inform $ 
mother or another responsible adult 80 A 
this potential danger can be averted. i 
the same time, they would probably into 
the child of their intention of doing ® 
trying to obtain the child’s agreement i 
taking the required step with or wi a 
his concurrence. Does this mean that 0 
should refer to such a contingency 4 4 
time confidentiality is taken up at the 
ginning of the child’s treatment? O% 
might say that one won’t inform the moii 


one had first talked to the child about 0% 
% 7 aah i gi 
intentions. This is an innocuous enia 
statement for most adults, but a child W 


limited abstract ability and only a vague 
concept of the future might easily find this 
confusing. He may well attend solely to 
that part of the statement referring to tell- 
ing the mother, using it to confirm his 
suspicion and disregarding the qualifying 
clause altogether. It would thus seem best 
to keep the statement in its simplest form 
at the beginning of treatment, adding modi- 
fications at a later time when a relationship 
has been established and any resulting 
confusion can be more readily resolved. 
The problem of assuring the child of 
the confidentiality of his therapeutic ses- 
sions seems complicated enough even in 
situations where therapists sincerely have 
no intention of communicating the child's 
material to the mother except in the most 
crucial situations involving the child's 
safety. While most therapists subscribe 
to this concept of confidentiality some ad- 
vocate a further modification which might 
be called “limited confidentiality.”. Faced 
with the apparent lack of progress and pro- 
ductivity in the child’s sessions and stymied 
in their indirect attempts to focus on an 
area in which they know the child to be 
holding back, they are sometimes inclined 
to introduce material obtained from the 
‘mother’s hours directly in order to elicit 
movement on the part of the child. At 
the same time they will usually insist that 
nothing the child produces shall be trans- 
mitted to the mother. The principle in- 
volved has sometimes been referred to as 
“one-way communication” and introduces 
a critical complication. Limited confiden- 
tiality requires that one announce to the 
mother at the beginning of treatment that 
Some of the material she brings to her 
worker will be used by the child’s therapist 
in his treatment of the child. Since the 
time element does not make it feasible to 
obtain the mother’s consent each time some 
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of her material is to be used in this man- 
ner, the decision as to what is and what is 
not to be treated confidentially must, of 
necessity, be left to the child therapist's 
discretion and thus becomes arbitrary. If 
this were not so, at least two weeks would 
pass under a conventional once-a-week 
treatment schedule before the child’s thera- 
pist could utilize a specific piece of 
information. 

An example will help to clarify this: 
In a given week the mother tells her 
worker that the child has begun to refuse 
to go to school. In conference following 
this session, the child’s therapist learns of 
this and decides that he would like to use 
this fact with the child, who has failed to 
mention it himself. The worker would now 
have to clear this with the mother in the 
subsequent week and to transmit the 
mother’s reply to the therapist, who then 
raises the issue with the child in the third 
week, 


The first problem arising out of an ac- 
ceptance of limited confidentiality as a 
working principle has to do with the 
mother’s reaction, Even though she may 
accept the rationale that this approach is 
therapeutically advantageous, the realiza- 
tion that some of the things she reveals to 
her worker are going to find their way 
to the child in some form or other may well 
result in her being less than frank in her 
treatment session. Not only may she fear 
that the child, in turn, might wish to talk 
about a topic with her before she is ready 
to accept such discussion without em- 
barrassment or uneasiness, but she may also 
fear that the child might reveal to out- 
siders or the father something she does not 
wish to become known. Because of these 
concerns, many mothers will. jay, from 
mevealings sensitive- mäi terial unless’ athe we 
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fully convinced that the information will 
remain, if not with the worker, then at 
least among the professional clinic staff. 

The second, and it would seem more seri- 
ous, complication arises out of the child's 
awareness that he can find out some of the 
things his mother talks about in her ses- 
sions. This makes it very difficult to con- 
vince a disturbed child that communica- 
tion of this nature really goes in only one 
direction. If he can find out things his 
mother says to her worker, how can he be 
sure that his mother will not also find out 
things he tells his therapist? A compli- 
cated statement, such as “Your mother will 
not find out what you say or do in your 
hours, but sometimes, when I think it will 
help you, I will introduce in your hours 
with me things your mother tells her social 
worker,” cannot possibly be very convinc- 
ing, no matter how simplified the wording. 
The realization that therapy material is 
carried back and forth plays into and tends 
to confirm the child’s suspicion that the 
therapist cannot be trusted, and may well 
represent a major obstacle to treatment 
progress. It is highly probable that the 
apparent advantage gained by using the 
mother’s material in the child’s hours is 
vitiated by the reinforcement this lends to 
both the mother’s and the child’s resist- 
ances. For this reason it would seem ad- 
visable to carry out treatment in a setting 
where only information the child himself 
feels free to introduce is used in his treat- 
ment sessions. 

A different aspect of the problem of con- 
fidentiality is that involving direct contact 
between the child’s therapist and the 
mother, In the individual Practice of 
psychotherapy it is generally accepted 
usage that the therapist either occasionally 
or regularly interviews one of the child’s 
parents. The fact that treatment can be 
carried out under these circumstances would 
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seem to demonstrate that this approx 
does not make treatment impossible, } 
one of the reasons the child guidance tea 
approach was evolved is that such cont 
makes treatment more difficult because) 
interferes with the therapist-child relatio 
ship in many cases, That this is beii 
recognized by therapists in individual pr 
tice is demonstrated by the recent trendi 
having social workers, charged with ú 
responsibility of maintaining contact wil 
parents, collaborate with private 
titioners. In spite of the obvious adval 
tages the team approach lends in the sep 
ration of treatment functions and th 
concomitant greater ease with which M 
child can be convinced of the trustworth 
ness of his therapist, there exists an oc 
sional urge on the part of some chill 
therapists to short-circuit the team and tal 
directly with the mother. When this uig 
becomes translated into action, it demol 
strates a lack of confidence in the tel 
partner who is thus shunted aside and 
failure to appreciate and accept the pii 
ciple of the team approach. In additio 
it tends to disrupt the social worker's tre 
ment of the mother; but worse than tf 
it jeopardizes the relationship betwe 
therapist and child. Knowing, as he ov! 
to, that his therapist talks to his moti 
the child cannot but assume that he is% 
topic of discussion and to fear that 4 
therapist will not only divulge informat 
obtained from him but also hear A 
mother’s version of his behavior outside 4 
clinic. Avoiding the treatment disrupt 
reaction which must follow this reas? fi 
on the part of the child seems well W% 
relying on the social worker for intelP™ 
ing to, and gathering relevant i 
tion from, the mother. 


The therapist's urge for direct com@™ 
Say as 5 erpi 
cation with the mother has its countet 


in the mother’s desire to talk directly to 
the child’s therapist. It was pointed out 
earlier that the child comes to the clinic 
with certain preconceptions carried over 
from his experience with pediatricians and 
other physicians. It must be remembered 
that the mother, too, tries to order the new 
and threatening experience of coming to a 
child guidance clinic in terms of something 
she is familiar with, and thus tends to 
generalize from taking the child to a 
pediatrician to taking him to a “psychiatric 
doctor.” In all the old situations she has 
known the physician examined the child, 
nearly always in her presence, and then told 
her of his findings and recommendations. 
In a child guidance clinic, however, she is 
suddenly excluded from the “examination” 
and has the recommendations interpreted 
to her by someone who has never talked to 
the child. Many mothers will react to this 
exclusion with resentment and a negative 
attitude toward the interpretations of the 
clinic’s findings. If the recommendations 
are unwelcome and threatening, as state- 
ments of the child’s disturbance and need 
for treatment invariably are, the mother 
may well refuse to accept them and fail 
to follow through on any treatment plan 
offered. 

To avoid this reaction, many clinics are 
making it a practice to have the person who 
saw the child during diagnostic study join 
the mother’s worker in interpreting the 
results of an evaluation. This not only 
places the weight of the doctor's prestige 
behind the statements made but it also 
enables the mother to ask specific questions 
of the person who has first-hand familiarity 
with the child. While this practice has un- 
doubted advantages, it should be remem- 
bered that if the individual who saw the 
child during study is assigned the case for 
therapy, this direct contact with the mother 
may place him at a handicap in establish- 
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ing a treatment relationship. For the 
child must feel that the only reason the 
therapist talks with him again is to “find 
out more things” in order to communicate 
them to the mother. The advantages gained 
from direct interpretation to the mother 
should always be weighed against the pos- 
sible disadvantages such contact represents 
in the treatment situation. 

Unfortunately, the disadvantages are not 
confined to the initial phase of treatment. 
Having once had direct contact with the 
child’s therapist, the mother may expect 
that she can continue to talk to him 
directly. As pointed out earlier, any con- 
tact between the child’s therapist and the 
mother during treatment is deleterious to 
the therapist’s relationship with the child, 
but as treatment takes its slow and lengthy 
course many mothers will continue to want 
to know “what the doctor found out.” This 
is why some mothers will try to buttonhole 
the therapist in the waiting room to ask him 
“how Johnny is doing.” The mother’s 
worker must be constantly aware of her 
patient’s need to know what progress, if 
any, is being made with the child, so that 
she can interpret therapeutic principles to 
her and satisfy her legitimate desire to 
know what is going on. This means that 
the nature of treatment in general, and the 
practice of the team approach in particular, 
must be brought up again and again, and 
any attempt on the part of the mother 
to communicate directly with her child’s 
therapist should be viewed not only as a 
failure to make this interpretation mean- 
ingful and acceptable but also as an in- 
dication of a weakness in the worker- 
patient relationship. 

Unable to learn from the child’s thera- 
pist “what he found out,” and not satisfied 
with the worker’s generalized statements 
about treatment progress, some mothers 
will attempt to elicit from the child in- 


65 


formation about the content of his hours 
with his therapist. This “pumping” fre- 
quently occurs soon after the hour, usually 
on the way home from the clinic and takes 

the form of such questions as “What did 

you and your doctor talk about today?” or 

“What did you do today?” While these 

queries would seem to reflect only casual 

interest (parents often ask their children 
what they did in school that day), they have 

a deeper meaning and can seriously hamper 

treatment progress. Such inquiries may in- 

dicate that the mother cannot permit the 
` child to be close to anyone but her, so that 
her questions are attempts to insinuate her- 
self into the child-therapist relationship. 

Again, “pumping” may reflect the mother’s 

concern that the child will “tell on her,” 
_ will reveal aspects of her life or of her 
relationship to the child about which she 
feels guilty. By asking him questions, she 
May unconsciously be trying to sabotage 
the child’s treatment and this is exactly the 
result that these questions tend to bring 
about. Knowing that after each hour he 
may have to “report” to the mother on 
what he did or said, the child will soon 
censor his productions, the effect being the 
same as if the treatment hour were con- 
ducted with the mother present in the 
room. 

Whenever either the child’s or the 
mother’s therapist discovers that the 
mother tries to “pump” the child in this 
manner, it will have to be taken up with 
the mother in order to try and have her 
desist. It may, in fact, be desirable to 
cover this point with all parents in one 
of the first treatment hours, possibly at 
the time the topic of confidentiality of 
interview content is dealt with, since many 
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parents find it difficult to understand that 
the child is entitled to the privacy of his 
treatment hours and even more difficult to 
accept their exclusion from the therapist- 
child relationship. 


Child guidance treatment is a costly pro- 
cedure because of the duplication of pro- 
fessional services, nearly every case involving 
at least two staff members. This expendi- 
ture of money and time has proved worth 
while because it provides both parent and 
child with his own therapist, thus avoid- 
ing the treatment-retarding complications 
which often result when both members of 
a family are treated by the same person. 
Therapists in individual practice, who have 
to work with both parent and child, have 
to deal with these complications during 
treatment, thus spending valuable time on 
a problem which therapy itself creates and 
which the team approach is ideally suited 
to avoid. From the point of view here 
represented, this major advantage of the 
team approach over individual practice is 
vitiated when contacts between child thera- 
pist and parent are permitted or when 
the principle of limited confidentiality is 
accepted. 

It would therefore seem generally best to 
forego the questionable benefits of limited 
confidentiality, operating instead within a 
framework where nothing either parent or 
child reveals in his hours is directly intro- 
duced into the other's treatment, and where 
contact between the child’s therapist and 
the parent is held to an absolute minimum. 
In this manner optimal use can be made 
of the unique opportunities the child guid- 
ance team approach presents for the treat- 
ment of emotional disturbances of children. 
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A clinical study 


of delayed admissions 


to a mental hospital 


The emphasis upon early hospital admis- 
sion is old in psychiatry. When mental 
hospitals came into existence in the first 
part of the nineteenth century, making it 
possible to bring these patients under 
medical care, optimism soared high, and it 
was commonly stated that good results were 
certain if the patients were admitted dur- 
ing the initial stages of the illness. Sta- 
tistics in proof of this were published (in 
Norway by Sandberg for the Gaustad Hos- 
pital erected 1855), and the reservations 
were commonly neglected. But gradually 
chronic cases accumulated, the initial op- 
timism declined, and the mental hospitals 
entered upon a period of therapeutic 
nihilism when less was said about the im- 
portance of early admission than about the 
evils of overcrowding. Off and on there 
were signs of greater activity—for in- 


stance, in connection with the revival of 
occupational therapy—but a real wave of 
renewed optimism did not occur until 
after the introduction of the shock therapies 
around 1935. Again statistics appeared 
that showed the importance of early admis- 
sion. The medical profession as well as 
the general public responded fairly well, so 
that the average duration of illness pre- 
vious to admisison decreased markedly 
(Table I). Nevertheless, the number of 
delayed admissions is still considerable, and 
it is generally felt that they represent a 
serious social problem as well as a loss of 
therapeutic possibilities. 

For the purpose of the present study 
Lil at RARE i a it GN 
Dr. Odegird is professor of psychiatry at the Uni- 


versity of Oslo and medical superintendent of the 
Gaustad Mental Hospital, Oslo. 
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“delayed admissions” includes patients who 
were admitted to a psychiatric hospital for 
the first time five years or more after the 
onset of the first symptoms. Now the sta- 
tistical registration of duration is in many 
ways difficult. In periodic (remittant) cases 
only the duration of the present attack of 
the psychosis should be taken into account. 
But sometimes the mistake is made of calcu- 
lating the duration from the onset of some 
previous attack which did not lead to hos- 
pitalization, and so an over-estimate results. 
In cases with an insidious course it is fre- 
quently impossible to fix a definite time of 
onset, and this will mostly result in an 
under-estimation of the duration, particu- 
larly in certain forms of schizophrenia. 
Similar problems arise when a psychosis de- 
velops upon a background of psychopathic 
personality. 

In epileptic psychoses and in psychoses 
with mental deficiency the concept of 


TABLE I 


Percent of first admissions to psychiatric hospitals in Norway 


by duration of illness, in years, 
for the main diagnostic groups 


MANIC- FUNCTIONAL SENILE AND 
DURATION POZOR BRENT DEPRESSION PSYCHOSES ARTERIOSCLEROT 
(percent ercent ercent 
OF ILLNESS p ) (b ) (b: ) (percent) | 


(years) 1926-35 193645 


1926-35 1936-45 


duration is too equivocal to be of much 
According to the statistical instructions th 
point of departure should be the first onsei 
of actually psychotic complications, but in’ 
practice an epileptic psychosis is often’ 
registered as having lasted since the onset 
of the first convulsive seizures, and idio} 
or imbeciles are said to have been ill “since 
birth.” Actually many of these patients 
are not psychotic at all, but are committed i 
to a mental hospital for reasons of ex- 
pediency, the special institutions being too 
inadequate to care for difficult epileptics or ” 
defectives. In the following, therefore, 
these two groups are left out. í 

With these reservations some results of a 
statistical analysis are presented, the ma- 
terial being the national register of psy- 
chotic patients admitted to psychiatric hos 
pitals in Norway. Among 15,452 first ad 
missions during the period of 1936-48 
2,060 or 13% had a duration of five yea 


OTHER 


1926-35 1936-45 


1926-35 1936-42 


TABLE II 
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Percent of delayed admissions 1936-45, by diagnosis 


oe 


DURATION OF ILLNESS 


5-9 years 10 years or more 

DIAGNOSIS Men Women Men Women 
Schizophrenia 52 46 52 $8 
Reactive psychoses 10 17 8 13 
Manic-depression =- 3 3 4 
Senile and arteriosclerotic 14 16 6 10 
With mental deficiency 7 6 25 22 
With epilepsy 8 7 6 
Others 14 9 9 7 

Total 100 100 100 100 

Number of cases 455 538 473 594 


or more. The percentage distribution of 
these delayed admissions is given in Table 
II, so as to show the general nature of the 
problem. It is natural that nearly half of 
these cases should be schizophrenics: the 
less malignant forms tend to have spon- 
taneous remissions before five years have 
passed even if they are not admitted to the 
hospital. The reasons for the large number 
of psychoses with epilepsy and with mental 
deficiency with a nominal duration of 
more than ten years are discussed above. 

Table I shows that the duration varies 
with the diagnosis, being much longer in 
schizophrenia and senile psychoses than in 
manic depression, while the other func- 
tional psychoses occupy an intermediate 
position. 

Apart from this a statistical analysis does 
not reveal many differentials, and the dura- 
tion seems to be remarkably constant from 
one group to another. Delayed admission 
is about equally common in all age groups. 
The tendency to delayed admission seems 


to be independent of such factors as sex, 
age, marital condition, occupational status 
and place of residence (urban or rural). 
Evidently the statistical approach does not 
throw much light upon the problem, and a 
closer study of individual cases was there- 
fore attempted. 

Among the first admissions to Gaustad 
Mental Hospital from 1936 to 1953, 191 
were registered as having a duration pre- 
vious to admission of five years or more. A 
study has been carried out of these patients, 
based upon the case histories and the per- 
sonal knowledge of the author. For most 
purposes the material has been subdivided 
in four main diagnostic groups: 


1. Schizophrenia. 


2. Other functional psychoses, including 
ten doubtful schizophrenics, but no manic- 
depressives. 


3. Senile, arteriosclerotic and other organic 
psychoses. 
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4, Psychoses with epilepsy and with mental 
deficiency, which have been left out, for 
reasons previously stated. 


The community of residence (Table III) 
previous to admission was urban or semi- 
urban in 61% of the cases, while only 13% 
of the patients came from typically remote 
country districts. This is practically the 
same as was found in a control sample of 
530 patients who were admitted to the same 
hospital after a duration of less than six 


TABLE II 


Social background of patients with delayed admission 


SCHIZOPHRENIA PSYCHOSES 
enema) 


Total number of cases 77 
PLACE OF RESIDENCE 

Major cities 12 
Small towns 18 
Densely populated rural areas 10 
Country districts, average 14 
Remote country districts 14 
Abroad 8 


Varying and uncharacteristic 


Lived alone 7 
Lived with parents 36 
Lived with spouse or children 7 
Lived with other relatives 6 
Lived in family care or nursing homes 6 
Lived in institutions abroad 2 
Lived in no definite residence, vagrant 13 
ECONOMIC STATUS 
Good 

Fair 

Marginal 

Poor 

In institutions 
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months. Delayed admissions might have 
been expected to be less common in densely ` 
populated areas, but actually it is quite 
natural that people who are “different” are 
just as likely to avoid detection and to be 
neglected here. The more tolerant atti- 
tude and the better housing facilities which 
are usually ascribed to the country districts 
are somewhat doubtful and at least far 
from universal. 

A total of 62% of the patients lived with 
relatives. Only 13 were admitted from 


SENILE AND 
OTHER OTHER 
FUNCTIONAL ORGANIC 
PSYCHOSES TOTAL 


15 16 49 
6 6 22 
8 1 23 
5 1 20 
2 1 1l 
4 1 
8 
9 - 45 

18 17 42 
4 4 14 

6 13 
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TABLE IV 
O 
SENILE AND 
OTHER OTHER 
FUNCTIONAL ORGANIC 

SCHIZOPHRENIA PSYCHOSES PSYCHOSES TOTAL 
Total number of cases 77 46 31 154 
PROBABLE REASONS FOR DELAYED 
ADMISSION 
Over-protection 21 il 12 44 
Neglect 25 12 5 42 
Domineering patients 3 13 2 18 
Prejudice 2 3 14 
Bed shortage 5 2 5 12 
Psychosis not recognized ll 6 4 21 
Wartime conditions 3 = =- 8 


Bes a e 
MEDICAL ATTENTION RECEIVED 


No medical attention 47 21 9 77 
Seen by general practitioner 5 13 8 26 
Seen by psychiatrist z 7 5 19 
Under public care 9 4 9 22 
In institutions abroad 9 1 - 10 


TAO EAEE EE CTT kh 
WORKING ABILITY 


In full work all the time 9 11 - 20 
In work part of the time 20 16 5 4l 
Occasional jobs ll 10 1 22 
Peddling, etc. 7 1 2 10 
Has not done any work 30 8 23 61 
GENERAL SOCIAL ADAPTION 

Good 15 10 1 26 
Has been a passive burden 16 8 10 34 
Troublesome 26 18 16 60 
Dangerous 12 9 2 23 
Criminal 8 1 2 1l 


PASTA ov ne Rc REE ra 


pitalized during the early stages of the 
illness. And if such cases are placed di- 
rectly in family care (which is in no way 


family care or nursing homes, which is re- 
markable in view of the fact that in Nor- 
way nearly 50% of the insane have to be 


cared for outside of mental hospitals. Evi- 
dently most patients suffering from a psy- 
chosis have at least for some time been hos- 


uncommon), the difficulties which necessi- 
tate hospital admission are likely to arise 
before the first five years have passed. 
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Twelve percent of the patients had lived 
alone previous to admission. An addi- 
tional 13% (most of them suffering from 
schizophrenia or allied conditions) had 
been living more or less as vagrants. It 
may be concluded that delayed admisison 
is not particularly common in lonely per- 
sons, but is more likely if the patient has 
somebody who can take care of him. 

The economic status of the patients and 
their relatives seems to have been some- 
what below the average, but nevertheless 
60% have enjoyed a good or fair standard 
of living. A study of individual cases in- 
dicates that such average figures are mis- 
leading, because favorable as well as un- 
favorable social conditions can, each in their 
own way, lead to delayed admissions. On 
the whole the economic factor does not 
seem to be of primary importance. 

Our classification of the probable reasons 
for the delay in admission (Table IV) is 
naturally nothing but a rough estimate, 
based upon factors which are obvious by a 
superficial examination of the social situa- 
tion. Here again, as with the economic 
factors, we find a highly mixed etiology, 
over-protection being about equally com- 
mon as neglect. In 18 cases—mostly psy- 
chopaths with paranoid, hypochondriacal 
or hysterical reactions—the patient avoided 
admission by his tyrannical attitude in the 
home. 

Definite prejudice against mental hos- 
pitals seems to have been the main cause 
in only 14 cases, which is rather encourag- 
ing. Most of these patients were compara- 
tively young and staying with parents, or 
they were housewives. The most typical 
situation is that well-to-do middle-class 
parents refuse to have their psychotic son 
admitted, in spite of full knowledge of the 
medical facts, while such instances are very 
rare among the female patients. One pa- 
tient was a medical student, and another 
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was the son of a mental hospital official, 
One paranoid woman was extremely hostile 
towards psychiatrists because her son was 
in a mental hospital with a severe catatonic 
deterioration, but this is the only case in 
which previous contact with the mental 
hospital system has activated prejudices and 
led to delayed admission. 

Lack of hospital accomrhodation is given 
as the main reason in 12 cases, which in- 
dicates that in spite of the serious bed 
shortage very few psychotics are in the long 
run kept out of the hospital system. 

In 21 cases the psychosis was not recog- 
nized as such by the patient or by anybody 
in responsibility, 11 of these patients being 
schizophrenics. 

It is remarkable that 50% of the patients 
are not known to have had any medical at- 
tention for their mental condition previous 
to admission. For schizophrenics the per- 
centage is 61. Clearly most psychotics who 
are actually seen by a doctor will avoid de- 
layed admission. 

In the senile-organic group 74% of the 
patients were totally incapacitated, and not 
a single one was able to do regular, full- 
time work. Among the patients with func- 
tional psychoses 16%, were actually self- 
supporting until their delayed admission 
and only 31% were incapacitated most of 
the time. Clearly working ability helps to 
Keep a psychotic out of hospital, but it is 
not a decisive factor. 

The same seems to be true of the gener: 
social adaption of the patients, A majori 
were more or less heavy burdens upon theif 
relatives and upon society, 39% w 
characterized as decidedly troublesome an 
22% even as threatening and potentially 
dangerous or criminal. Frequently one 
gets the impression that the relatives sacri- 
fice a great deal in order to keep such a — 
patient at home. Y 

A total of 11 (eight of them schizo- — 


phrenics) had committed crimes, but in no 
case was the charge very serious: drunk and 
disorderly, disturbing the peace, pilfering, 
vagrancy, etc., mostly several times through 
a period of years. It is remarkable that 
acts of violence or other serious offenses 
are not registered in the entire material, 
probably because such acts are more likely 
to be committed during the initial phases 
of a psychosis and then, naturally, result in 
immediate commitment. The most serious 
case was a senile man with persecutory de- 
lusions who for years had kept a knife un- 
der his pillow, much to the distress of his 
wife. 

While many of the patients have repre- 
sented serious social and personal problems 
to their relatives and immediate surround- 
ings, very few seem to have suffered much 
themselyes—at least, not in the way of overt 
neglect. The mental sufferings are natu- 
rally very hard to judge. The clearest case 
is that of a senile woman who lived alone 
on a small independent income for twelve 
years with a slowly progressing deteriora- 
tion, until her landlady found it necessary 
to notify the authorities. The patient had 
then been without fuel for one whole 
winter and was in a bad shape. 

In 60% of the cases the initiative towards 
admission was finally taken by the next of 
kin, which is the regular proceeding in 
Norway. In 36% the authorities took the 
necessary steps, but this was generally be- 
cause the patient had gradually lost con- 
tact with his relatives or because they 
could not be found or contacted. We never 
hear that the authorities have taken over 
because the responsible relatives have neg- 
lected their duties or against their protest. 
This does not mean that such neglect has 
not been clearly evident in a number of 
cases, but generally the proper authority 
(which according to the law of lunacy is the 
police) does not enter into the picture un- 
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less the patient is suspected of being a 
menace to public safety or grossly mis- 
treated. If these patients had any relatives 
at all, they were generally treated with the 
utmost care and consideration. Neverthe- 
less, one feels that it would in several cases 
have been better if law and custom had 
allowed a more active attitude on the part 
of the proper authorities—for instance, on 
the ground that the patient did not get 
proper treatment and that consequently 
chances of recovery were being reduced. 

In four cases the patient himself applied 
for admission, while in single instances an 
employer and a landlady took the initiative. 
Mostly no particular reason is given for the 
final admission, except the progression of 
the illness, which made the social problems 
increasingly difficult. Frequently the ad- 
mission came when the person who had car- 
ried most of the burden had to give up or 
died. Married siblings will not easily take 
over the responsibility which the parents 
carried willingly. 

A description of the pre-psychotic per- 
sonality (Table V) is given in 86% of the 
total material. No doubt the information 
is sometimes inaccurate because of the pro- 
longed duration of the illness. Among the 
132 cases in which a personality description 
is given, only 26% are described as having 
been fairly normal, balanced and average, 
while 74% were more or less deviating 
types: 41%, of the schizoid variety, 24% 
self-assertive, impulsive or otherwise active 
and stenic as against merely 7.5% of the 
sensitive and depressive types. This excess 
of personality deviations, mainly in the 
schizoid direction is probably directly con- 
nected with the delayed admissions: an un- 
usual personality makes early diagnosis of 
an insidious psychosis more difficult, be- 
cause initial symptoms and pre-psychotic 
personality traits are so easily confused. It 
is quite natural that the potentially a-social 


73 


and anti-social traits should predominate, 
while sensitive and depressive types are 
much less predisposed towards delayed 
admission. 

The onset and the course of the illness 
has in most cases been insidious and slowly 
progressive. Really acute onset was found 
in six cases only, and in 11 the onset may 
be characterized as sub-acute. Evidently 
an acute onset is highly effective in prevent- 
ing delayed admission (which, by the way, 
is the obvious explanation for the more 
favorable prognosis which is generally 
ascribed to such cases, with or without 
special therapy). In 20% of the functional 
cases there had been previous acute attacks 
that had not led to admission. The initial 
symptoms were mostly not particularly sug- 
gestive of insanity: gradual change of 
character, neurasthenic and depressive 
traits or mild ideas of reference. In 8 
schizophrenics religious preoccupation was 
the first symptom, with revivals and non- 
conformist activity rather than exaltation 
and messianic ideas. Impulsive behavior 
and temper tantrums were uncommon, and 
so were transitory periods of confusion or 
excitation. 

A classification according to the pre- 
dominant syndrome during the years pre- 
vious to admission shows that paranoid and 
_paranoic pictures are most common, with 
44% of the total. Hebephrenia comes next 
with 23%. Among the paranoids the fe- 
male patients are more common (39 as 
against 24 men), while the opposite is the 
case in the hebephrenic group (25 men and 
9 women). It is natural that the male 
paranoids should be regarded as potentially 
more dangerous than the women, but why 
the male hebephrenics should be predis- 
posed towards delayed admission is more 
obscure. 

Depressions, excitations and hysterical 
pictures are comparatively rare among the 
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delayed admissions, partly because such 
symptoms tend to be so disturbing that an 
early admission can hardly be avoided and 
partly because these syndromes are more 
unlikely to become chronic. 

The depressives were in most cases 
chronic hypochondriacal invalids, some of 
them with obsessive features, who at long 
last had to be regarded as psychotic for 
practical reasons, Suicidal tendencies were 
lacking, because they would have led to 
earlier admission, but otherwise these pa- 
tients have represented heavy burdens upon 
their relatives: grown children shun the 
home, servants will not stay, etc. Never- 
theless, these patients are emotionally ap- 
pealing, and this may be the main reason 
for the delayed admission. Pre-psychotically 
they were generally somewhat rigid, head- 
strong personalities used to dominating 
their environment, and in the clinical pic 
ture no feeling of guilt was evident. 

Among the paranoics all the known 
types are represented: one case of paranoia 
erotica, against whom the victim at last 
had to seek police protection; one sensitive 
type with compulsive traits; another sensi- 
tive paranoia on the basis of chronic 
alcoholism; a compensation neurosis who” 
develops into a querulant; a neurotic and 
alcoholic invalid who is a “difficult man” 
but hardly psychotic in his feelings of being 
persecuted; a psychopathic teacher who 
gets into constant trouble with pupils, pal 
ents and school authorities; a hypochon- 
driacal psychopath who is “persecuted” by 
the health authorities; a chronically hyp? 
manic type who finally gets his own back 
as a Quisling during the war, etc. Of pal 
ticular interest is an induced psychosis, dè- 
veloped in a woman who was in family care 
with her schizophrenic sister. Some of the — 
paranoic syndromes were most likely on 2 — 
schizophrenic background. 

The paranoid cases are generally of the — 
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TABLE V 
ALL FUNCTIONAL 
SENILE PSYCHOSES ti 
AND OTHER OTHER ; 
ORGANIC SCHIZO- FUNCTIONAL Delayed Early 
PSYCHOSES PHRENIA PSYCHOSES admission admission 
Total number of cases 31 17 46 123 126 
PRE-PSYCHOTIC PERSONALITY 
Schizoid 6 37 12 49 24) 
Sensitive, depressive - 4 6 10 32 
Unstable, impulsive, hysterical 3 6 12 18 a7: 
Self-assertive 3 2 6 8 8 
Normal, balanced, average 11 17 7 24 32 
Not sufficiently known 8 ll 3 14 13 
COURSE OF ILLNESS PREVIOUS 
TO ONSET 
Acute onset 8 1 2 8 38 
Subacute 2 5 4 9 84 
Insidious, with exacerbations 4 15 11 26 17 
Insidious 21 55 22 77 17 
Episodic, periodic 1 1 7 8 20 
INITIAL, SYMPTOMS 
Change of personality il 21 13 34 10 
Neurasthenic, psychosomatic 4 13 10 23 24 
Ideas of reference - 12 10 22 21 
Depressive 3 6 6 12 22 
Religious preoccupations = 8 - 8 8 
Impulsive behavior 1 2 3 5 13 
Transitory episodes = 3 1 4 11 
No particular initial symptoms 12 12 3 15 17 
L a a a nn 
PREDOMINANT SYNDROME l 
Paranoid 5 33 8 41 26 
Paranoic = 3 19 22 10 
Hebephrenic 1 34 H 34 23 
Catatonic = 6 =- 6 16 
Hysterical 2 - 10 10 9 
Depression 1 1 6 7 27 
Excitation, confusion 1 = 3 3 15 
Organic deterioration 21 - - - 


* In the last two columns the delayed admissions are compared with a representative sample of early ad- 
missions (within six months) to the same hospital. 
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paraphrenic type, comparatively normal 
and unobtrusive in behavior and speech, 
and with a very slowly progressing deterio- 
ration, Neither the paranoics nor the 
paranoids have been dangerous or seriously 
threatening, and most of them not even 
particularly troublesome. 

The so-called hysterical group is com- 
paratively uniform. Only two or three of 
the 12 had ever presented psychotic symp- 
toms sensu strictori, and then only as brief 
episodes of excitement and confusion. The 
others were actually psychopaths, who 
were committed more or less for practical 
reasons, because it was no longer possible 
to tolerate their behavior, and because no 
other institution was able to cope with 
them. Relatives, neighbors and authorities 
have in these cases shown a striking pa- 
tience, sometimes an actually helpless atti- 
tude which has helped to cultivate and ag- 
gravate the hysterical symptoms. None of 
these patients was dangerous. Three were 
alcoholic, one was an occasional thief, and 
another a tuberculous vagrant who was a 
menace as a source of infection. 

The therapy may be called supportive 
psychotherapy but was largely a matter of 


TABLE VI 


Total number of cases 


RESULT OF TREATMENT 


Discharged, to relatives or independently 28 
Same, but re-admitted 5 
Discharged to family care 21 
Chronic in hospital 


Died in hospital 


Outcome of hospital treatment after delayed admission 
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regime and discipline, and in most cases 
the results were good. Social rehabilita- 
tion outside of the hospital presented many 
problems, however. 

It is generally agreed that the result of © 
psychiatric treatment is dependent upon 
the duration of the illness. In the present 
material with a minimum duration of five 
years, 86% of the schizophrenics and 59% 
of the other functional psychoses could be 
discharged to their home or to an inde- 
pendent existence, and less than one in 
ten had to be readmitted (Table VI). No 
doubt a longer period of observation (it 
varies between $ and 20 years) and a per- í 
sonal follow-up examination would show 
that in these cases discharge does not always 
mean social remission or cure, Neverthe- 
less, the results were better than expected. 
Active therapy (ECT was used in most of 
the functional cases, and leucotomy in 
some) may have contributed. But the 
main factor is probably the attitude of th 
relatives, which in these cases has been pal 
ticularly favorable. Also the very fact 
a delayed admission indicates that the 
tient has a certain ability to adjust in spi 
of his chronic psychosis. A total of 22% 


SENILE AND 
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TABLE VH 
Outcome of treatment in delayed admissions 193645 
to all psychiatric hospitals in Norway 
RESULTS PER 100 
NUMBER 
OF Died in 

CASES Good Fair Poor hospital Total 
Schizophrenia 909 10 7 73 10 100 
Reactive psychosis 252 41 10 44 5 100 
Manic-depression 53 44 9 38 9 100 
Senile and arteriosclerotic 233 2 4 43 51 100 
Epileptic and other organic 160 19 9 50 22 100 
Confusional and others 43 40 7 37 16 100 
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of the schizophrenics are still in the hos- 
pital, mostly as deteriorated chronics, but 
as a group they are not among the most 
troublesome patients, and most of them 
take active part of occupational therapy. 

Speculations about what might have hap- 
pened if these patients had been admitted 
at an earlier stage are futile. Nevertheless, 
the author has tried to form an opinion 
based upon clinical judgment, and has 
come to the result that about half of the 
functional cases would probably have bene- 
fited from an earlier admission, while the 
remaining cases are more doubtful. In the 
non-functional group nothing much has 
been lost. In quite a few cases it is our 
impression, however, that the patient 
would probably have been easier to care for 
in the hospital if he had come under regu- 
lar hospital regime in the initial stages of 
the illness. 

In Table VII a survey is given of the re- 
sults of treatment in all delayed admissions 
to mental hospitals in Norway from 1936 to 
1945. These figures, which are based upon 
the condition of the patient rather than 
upon the place to which he was discharged, 
are less encouraging, but nevertheless they 
confirm that good or fair social readaption 


is far from excluded even in these sup- 
posedly neglected cases. 


SUMMARY 

A clinical study was made of a group of 
191 patients who were admitted to a men- 
tal hospital in Norway after a duration of 
the illness of five years or more, The 
reasons for such delayed admissions were 
partly to be found in the attitude of rela- 
tives (overprotection being more common 
than neglect) and partly in the clinical pic- 
ture of the psychosis. Most of the patients 
have not suffered much, and public order 
and safety has to only a limited extent been 
endangered, but the burden has often been 
very heavy upon the relatives. The results 
of the delayed hospital treatment were 
better than might have been expected. 
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PAUL KIVISTO 


‘Treatment of sex offenders 


Seven years of work among the mentally 
disturbed in California institutions have 
brought before me the need of the Ameri- 
can public to know more about its social 
troubles and how they are handled. Where 
prejudice and feelings run high, reasonable 
examination of causes and effects are most 
difficult. In the interests of an enlightened 
public, I am presenting one of the most 
difficult of social problems that has both- 
ered the conscience of man. 

The highest percentage of sex offenders 
arraigned in California courts are child 
molesters, men accused of sexual activity 
with minors. Before 1946 such men were 
imprisoned from 5 to 10 years, then re- 
leased to inflict their disorder again upon 

$ 
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Mr. Kivisto is senior clinical psychologist at Ata- 
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in California 


the public. The rate of repeated sex crimes 
was appalling and the expense of incarcera- 
tion high. It was evident that some new 
approach to the sex offender was needed. | 
Since punishment and imprisonment was — 
not the answer, psychotherapeutic measures 
were tried. Although child molesters made © 
up the majority of sex offenses, there were ~ 
other deviates who could also benefit by © 
a treatment program—such as homosexuals — 
and exhibitionists, legally defined as sexual f 
psychopaths. 

As a result of study and experience it has 
been found that the average sex offender 
is the result of social disorganization in the 
family from which he came. Divorce, loss 
of one or both parents, crime, alcoholism, 
mental illness, delinquency are common 
features in the family of the offender. Emo- 
tions such as anxiety, guilt, depression, in- 


adequacy appear as central disturbances in 
his make-up. He is highly influenced by 
the tempo of modern life, his judgment 
collapsing when he is faced by the tensions 
of pressing obligations and suspicions, He 
faces chronic humiliation and loss of self- 
esteem as a result of his poor judgment, 
which follows from his essential emotional 
confusion. Thus the vicious circle of 
humiliation, hatred and confusion becomes 
so intense that an ill-considered act occurs. 

Socially speaking, the sexual offender is 
an isolate. He has deep anxieties within 
a group of people and among women. He 
is unable to see himself as a man and as 
an adult. Any degree of responsibility 
shatters him to the point of helplessly 
demonstrating his failure to other people. 
His childish fumbling sexuality appears to 
be only one of many expressions of per- 
sonal incertitude. 

The usual sexual offender is married, has 
children of his own and is a productive 
member of the community. It is economi- 
cally sound to treat him so that he can 
return to a productive existence. The cost 
of providing for his family indefinitely is 
a strain upon the community resources 
as well as an emotional privation to his 
family. Without treatment his marriage 
is ridden with misery and conflict. Such 
a person tends to marry a woman older 
than himself. In many cases the wife is 
better educated and more competent, and 
is the dominant member of the relation- 
ship. In the husband’s more aggressive and 
self-assertive moments he competes with 
his wife only to become upset and confused. 
Struggle for manhood in the neurotic male 
appears to be interminable, and he is alter- 
nately resigned and then over-compensatory 
as seen in such acts as philandering, over- 
work, and endless worry over failures and 
successes. 

Over the last two years more than 1,000 
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such emotionally disturbed sex cases have 

been sent from the California courts to 

Atascadero State Hospital. Each case has | 
been observed and examined by the staff to 

determine the nature and degree of emo- 

tional disorder, and possible treatability. 

Of those accepted for the program and sub- 

sequently returned to the community after 

treatment, it has been estimated that 9% 

have repeated a sexual offense. 

Other than anti-social and neurotic per- 
sonalities, the hospital also has facilities 
for the so-called criminal who becomes — 
psychotic before the execution of his sen- 
tence, and for the offender who successfully 
pleads not guilty by reason of insanity. 
Maximum security is provided for these 
men as well as for other psychotics, known 
also as the legally insane. Since the esti- 
mates of legal insanity among sex offenders 
run from 4% to 11%, such cases are in the 
minority. The heinous sex crime is the 
product of the psychotic personality, not 
the act of the emotionally disturbed person 
who is legally sane before and at the time 
of the sexual act. 

The program at Atascadero State Hos- 
pital provides every opportunity towards 
individual, emotional, religious and social 
growth. Considered as a therapeutic com- 
munity, the hospital exposes the new 
patient to social interaction in group thera- 
pies, group projects, patient government, 
educational classes, lectures by the staff 
and patient discussion groups. Each man 
receives complete physical, psychiatric and 
psychological examinations, and is assigned 
to a psychotherapist who can also provide 
individual counsel. As the time of hos- 
pitalization increases to the 15th month, 
marked personality changes appear in the 
patient. He has worked through his earlier 
hostilities and anxieties, is relaxed, helps 
in the program, devotes understanding and 
help to the newly admitted fellow patient. 


79 


Finally he meets the scrutiny of the out- 
going staff examination with a smile, a 
sense of self-mastery and a clarity of judg- 
ment he never believed possible in himself. 


Such is the difference between this man 
and his future in contrast to what long 
years of imprisonment have failed to do. 
Christian treatment, emotional insight and 
development and the transformative effect 
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of personal growth demonstrate, every 
of the program, that our social probl 
have emotional origins of hatred and 
sentment. Such emotional problems 
be treated with demonstrable effectiv 
ness in helping disturbed men become 
human beings capable of loving life an 
of contributing to their families and com- 
munities, and without repetition of thei 
crime. 


MORRIS M. PAULEEN, Pu.D. 


A training experience 


in interpersonal relations 


for psychiatric technicians 


This paper describes an experimental proj- 
ect involving a modification of philosophy 
and method in one part of the training pro- 
gram for psychiatric technicians at the New 
Jersey Neuropsychiatric Institute, a state 
in-patient facility concerned with the treat- 
ment of various types of neurological and 
psychological disorders, with emphasis on 
research and training functions. The 
change consisted of a shift in approach from 
a traditional, academic presentation of 
course material in psychology and mental 
hygiene to an attempt to involve the 
trainees in a dynamic group experience 
emphasizing spontaneous group discussion 
of personal, work and intra-group ex- 
periences and reactions of the members, 
with course material brought in and dis- 
cussed only as it could be meaningfully in- 
tegrated with the ongoing group processes. 
The objective of the project was to use the 


group experience to stimulate in the 
trainees increased awareness and under- 
standing of the role played by intra-psychic 
and interpersonal factors in their lives and 
work. It was hoped that greater self- 
insight and psychological understanding 
growing out of the group experience would 
contribute to a more mature and better 
directed ability to handle personal and 
work responsibilities and problems. 


BACKGROUND 


Among the more significant modern de- 
velopments in the field of mental health 
has been the recognition of the basic role 
played by psychological and social factors 


At the time he wrote this article, Dr. Pauleen was 
director of psychology at the New Jersey Neuro- 
psychiatric Institute. He is now with the Mid- 
Nassau Community Guidance Center in Hicksville, 
Long Island, N. Y. 
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in the formation and expression of human 
personality and behavior. One valuable 
result is evidenced in our increasing ability 
to utilize and manage psycho-social forces 
to facilitate change and growth in people 
whose life patterns are characterized by 
psychological and social immaturity or dis- 
turbance. Among institutions responsible 
for dealing with the problem of the severely 
disturbed, these developments have in- 
fluenced a trend of basic change in philos- 
ophy and method. The traditional ap- 
proach based on physical custody and care 
is slowly giving way to the concept of creat- 
ing therapeutic communities where at- 
mosphere, practices and patterns of human 
relations are logical developments of the 
belief that human beings can relearn to 
perceive and interact with their inter- 
personal world in a more effective and self- 
fulfilling way. 

It is commonly recognized that the key 
to the growth and success of such a thera- 
peutic community is a staff whose members, 
understanding the theory and techniques of 
interpersonal relationships, themselves pos- 
sess the personal qualities needed to form 
and foster constructive human relationships 
within the community. Among the staff, 
the importance of the role of psychiatric 
technicians and attendants, who are unique 
in their direct and continuous contact with 
the patients, cannot be overlooked. 
Schwartz and Shockley, in their recent 
book The Nurse and the Mental Patient, 
state accurately: “These personnel form 
emotionally important relationships with 
patients, make up their social environment, 
and leave their mark on them for good or 
ill. Through these relationships personnel 
can make a significant contribution to an 
improvement in the patient’s living with 
himself and others.” 

The problems faced by the New Jersey 
Neuropsychiatric Institute in effectively 
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selecting, training and integrating w 
personnel as valued contributing members 
to a viable psychotherapeutic program arë 


met by any institution undertaking 
change from a custodial to a therapeuti 
orientation. Poor rewards and difficuli 
working conditions offer poor inducement 
to potentially good applicants. Tradition- 
ally low status and routine menial duties 
discourage interest and involvement in the 
work. The prospect of basic changes in re- 
sponsibilities and relationships understand- 
ably stimulates anxiety and resistance 
among professional and nonprofessional 
staff alike. Success in developing an effec- 
tively cooperating staff with a common 
understanding of problems, goals and 
methods involves a patient, multifaceted 
approach to the many problems en 
countered. This paper describes an at 
tempt to develop a contribution to 
solution of some of these problems by an 
experimental modification of philosophy 
and technique in one part of the training 
program for psychiatric technicians. 


THE PROJECT AND ITS METHODS 


The psychology department of the institutt 
participates in the psychiatric technicial 
training program, teaching courses in ps’ 
chology and mental hygiene to junit 
trainee groups. The courses follow outline 
set up by the Bureau of Personnel of thé 
State Department of Institutions and Agen 
cies and until the spring of 1956 were base? 
on textbooks recommended by the bureau 
Until that time teaching techniques fok 
lowed the usual lecture method aimed at 
the academic presentation of course ma 
terial, with the instructor answering ques 
tions from class members and giving 
periodic examinations to evaluate learning 
of the subject matter. 


It was the common observation of those 
staff members who participated in these 
assignments that (1) the scope and presen- 
tation of the textbook material was inap- 
propriate for the student technicians, (2) 
the students’ learning and understanding 
of course material, as gauged from class- 
room discussion and examinations, was un- 
satisfactory, and (3) the students evidenced 
‘minimal interest and involvement in the 
‘courses. It was our belief that these de- 
ficiencies were not the result of an intrinsic 
lack of value or interest in the course mat- 
ter, but rather of a failure to consider 
realistically the personal and work needs, 
interests and capacities of the students and 
to plan the training experience in light of 
these considerations. 

Accordingly, in April 1956 the objectives 
and methods for the psychology and mental 
hygiene courses offered the new training 
class entering at that time were revised as 
shown below. 


OBJECTIVES 


1. To present course material in a way 
which would stimulate the interest, serve 
the needs and conform to the capacities of 
the trainees, while following Bureau of 
Personnel outlines. 

2. To present the material in a manner 
which would make it personally meaning- 
ful to the trainees and help them to assimi- 
late it for constructive use in living. 

3. To stimulate in the trainees an under- 
standing of human behavior, its roots and 
its meaning; to help them perceive and un- 
derstand the patients’ behavior as human 
behavior related in derivation and purpose 
to their own, as to all human behavior; to 
help dispel ideas and feelings that patients 
are alien beings to be feared, despised or 
otherwise “used” by staff members. 

4. To facilitate group discussion of per- 
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sonal and work problems and to help the 
trainees work through these problems con- 
structively and with increased insight of 
self and others, with consequent benefit to’ 
the trainees and the institute. 

5. To help establish an early precedent 
for better understanding and freedom of 
communication between professional and 
non-professional staff as mutually contribut- 
ing partners with a common goal. 


METHODS 


1. New textbooks selected for clarity, in- 
terest and pertinence were chosen for read- 
ing background: Bernhardt’s Practical’ 
Psychology for the psychology course and 
Kraine’s and Thetford’s How to Manage 
Your Mind for the mental hygiene course. 

2. Meetings, scheduled for two hourly 
sessions per week over a period of six 
months, were conducted as round-table 
group discussions aimed at fostering maxi- 
mum personal involvement by group 
members. 

3. Reading matter, when brought up 
spontaneously by the group, was discussed 
by the group primarily in relation to its sig- 
nificance to the ongoing personal and work 
experiences of the members as these came 
out in the meetings. The group leader, 
although supplying factual information 
when indicated, generally gave the group 
the responsibility for bringing out opinions 
and feelings about what was being dis- 
cussed. The group leader also on occasion 
summarized and clarified the opinions and 
feelings brought out and, when indicated 
for the progress of the group, offered 
dynamic interpretations relating to material 
discussed and to interpersonal processes in 
the group. The pertinence of course ma- 
terials to the group experience was indi- 
cated when appropriate. 

4. Brief weekly quizzes on course material 
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were given. Discussion of this material, as 
well as of the trainees’ reactions to the 
quizzes, was part of the regular group 
sessions. 


PROJECT EVALUATION 


Results of the project were evaluated by 
both trainees and the group leader. The 
students’ views were elicited by a course 
evaluation form patterned after one used 
by the Menninger Foundation in its experi- 
mental psychiatric aide training program. 
The unsigned forms were designed to allow 
the trainees to give their evaluations and 
opinions frankly and anonymously. There 
were 10 students in the group. A summary 
of their evaluations and verbatim sample 
comments are given below. 


Psychiatric Technician Course Evaluation 
(Summary) 
N.J-N.P.I. 


This form has been devised to obtain your 
assistance in improving the course in psy- 
chology and mental hygiene for the students 
of future classes. In each category, please 
check the response which you deem most 
appropriate. Your recommendations are 
important in this evaluation. Please do not 
sign the form. 


I. Content of course 


A. Level of instruction 


1. Too elementary 0 
2. Too advanced 1 
3. Right level 9 
B. Implications of course matter for tech- 
nicians 
1. Overstressed 0 
2. Insufficiently stressed 3 
3. Properly stressed 7 
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C. Scope (amount) of instruction 


. Appeal of course content to you 


F. Please evaluate frankly the importance 


1. Too broad 1 
2. Right scope 6 
3. Too narrow 3 


1. Interesting 10 
2. Dull 0 
3. Neither 0 


Applicability of course content to your 
everyday work 
1. I am able to apply most of the 


course content to my work 3 
2. I am able to apply some of the 

course content to my work 7 
3. I am unable to apply any of 


course content to my work 0 


or unimportance of this course to your 
over-all training. (Specify how it has or 
has not been of use.) 


Typical responses given: 
The over-all importance of this course 
is, I feel, that it has clarified the think- 
ing of all the class members. It has 
given a more realistic attitude toward 
the work involved in dealing with emo- 
tionally disturbed patients, a clearer 
understanding of our own behavior in 
relation to the people we deal with, @ 
deeper insight into the problem of 
mental health. 


This course has been very helpful to me 
in understanding other people and my- 
self. And in understanding myself, I 
have been able to understand others 
better. It has taught me, in doing for 
other people, to stop and think how 
would I want this thing done for me oF 
tome. Putting myself in their place for 
a second makes me realize they are not 
only patients but a person and an indi- 
vidual and I try to treat them as such. 


I have learned to work 
I think Pm 


Pye always got along with the patients. 
I find now, with people I work with, 
I'm not so blunt or frank in what I say. 
"I find myself being quite considerate of 
the other fellow’s feelings. 


This course is of great value and can be 
used to avoid at times a great many 
problems that may come up during the 
time we spend on the ward. Even in 
~ our homes it comes in very handy. 


Do you feel that added training along 

similar lines would be of use to you and 

“how? 
Typical responses given: 
Our class wanted to have one hour a 
week or every other week for discussion. 
We feel this is very important to us be- 
cause it would be a good place to let 
off steam or iron out difficulties that 
arise in our work. Sometimes incidents 
happen and we may not know how to 
cope with them. To go to your super- 
visor immediately without forethought 
can cause unnecessary confusion. By 
discussing these at a round-table dis- 
cussion with the rest of the class, many 
incidents have been squashed at dis- 
cussions when proven minor by the class 
or Dr. Pauleen. 


Yes, I do. Because these are things or 
problems that come up in our daily 
work which seem to be very large, but 
if there was someone with whom we 
could discuss the problem I think we 
could solve it ourselves without a lot of 
dissatisfaction on our part and others. 
Sometimes we make a problem larger 
than it is, but after talking about it to 
someone we see it as something very 
small and childish. 


Il. 


. Rate of instruction 


i= 
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Yes. Additional training along these 
lines would enable me to handle situa- 
tions with which I am unfamiliar more 
capably and correctly. For example, in 
child behavior if the child is preparing 
or is in the act of creating a disturbance, 
do you: Threaten him with loss of 
privileges? Ignore it? Scold him? Or 
use physical control? How do you get 
a withdrawn patient back to normal 
activity and keep him there? 


Instruction 


1. Moved at right rate 
2. Too slow 
3. Too rapidly 


ao 


. Lecture and discussion 


1. Not enough discussion 
2. Right amount of discussion 
3. Too much discussion 


oor 


. Instructor's ability 


1. Excellent 
2. Good 

§. Fair 

4. Poor 


ooo}, 


Why? (Sample comments) 


Because he will try to let you solve your 
own problem first, then he tells you or 
points out the way it could have been 
handled in a different manner without 
hard feelings to anyone. 


He is interested in people; their feelings 
about their work, and their own per- 
sonal feelings and activities. 


Explanations were quite understand- 
able. Lots of interest in group. Gave 
ample time for individual to express 
himself. 


. Amount of student participation en- 


couraged in class 
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1. Too little 
2. Too much 
3. Adequate amount 


oom 


Recommendations (Typical responses) 


The course be extended throughout the 
whole training year. Material be included 
or emphasized on abnormal psychology. 
Use of visual aids, and discussion of film 
topics. Encourage actual application of 
material covered. For example, if defense 
mechanisms are under discussion, class 
members could be encouraged to try various 
methods and report on the reactions. 


I think it would be of more use if the sub- 
ject were more related to the work or more 
inclusive. The time allotted is not suf- 
ficient to cover the material. 


I recommend that the technicians be given 
time during the year they are in training 
to have weekly or bi-weekly discussion, to 
talk over various problems they may have. 
Sometimes just talking and getting things 
off your chest helps a lot. I think in any- 
thing you do a little pep talk or encourage- 
ment helps. On a job of this type one needs 
to keep their motivations alive. In any 
job, in time money becomes the secondary 
part of the job. Your satisfaction in doing 
a good job means everything. 


The expressed opinions of the trainees 
indicates that, assessed from their view- 
point, substantial achievement of project 
objectives was realized. Course material 
assimilated during the group sessions was 
experienced as interesting and meaningful, 
as well as pertinent and useful in their work 
and everyday life. Some appreciation of 
the common psychic roots of human 
continuing the meetings after the comple- 
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motivation and behavior is apparent and 
also their belief that this understanding 
influenced their perception of and reaction 
to their work. Apparently the group” 
sessions were seen as providing a welcomed 
opportunity to express, discuss and work 
through many of the personal and work 
problems that arose during the course of 
training, Evidently the trainees felt secure 
enough in the group to be able to express 
with relative comfort and spontaneity 
positive and negative feelings and thoughts 
about work and their co-workers in dis- 
cussion with a normally “suspect” profes- 
sional staff member. 

From the group leader point of view, 
the group made good progress, both in the” 
learning of the academic material, as evi- 
denced in discussion and examinations, 
and in assimilating a significant amount” 
of the material for practical application. 
The suspiciousness and constraint of ex4 
pression which marked the group for a con= 
siderable initial period were gradually re- 
placed by an increasingly free flow of ideas 
and feelings, both positive and negative 
related to persons and situations inside and 
outside of work, and by a growing abili 
of the members to bring out, assess and 
solve the material being discussed, € 
tively analyzing the reality factors and 
personal and “distorting” factors invol cs 
The trainees’ ability to do this with 
everyday experiences and reactions in li 
and work appeared to make the acad i 
material more meaningful, and there 
a progressive increase in their ability 
spontaneously relate course material 
new life situations. : 

Although earlier experiences indicat 
that previous technician classes had " 
evidenced much interest in this course, tht 
group did become involved in the expe"! 
ence and expressed spontaneous interest in 


n of course work. Because the training 
hedule did not allow time for such meet- 
gs, voluntary group meetings during 
-duty hours have continued, as schedul- 
g permits. 
Another evidence of increased interest 
the work and of better staff relations was 
parent in the group's willingness, on sev- 
1 occasions after course completion, to 
ticipate in research studies on their own 
e and at considerable inconvenience to 
e of the members. Here again previous 
eriences had indicated that attempts 
utilize technicians and attendants in 
earch projects often met with hostility 
resistance in these groups. The de- 
opment of staff members interested in 
rticipating in and contributing to re- 
rch must be considered one worthwhile 
al in training. 
The members of the group expressed 
eir opinion during the final course meet- 
g that the opportunity to discuss freely 
d to resolve emotionally charged work 
xperiences had been an important factor 
preventing the drop-out of members 
hrough the training period, in contrast to 
xperiences with earlier classes. It is of 
ourse difficult to assess this belief objec- 
ively, It may be noted, however, that re- 
orts from other settings where group 
therapy has been introduced as an adjunct 
to training indicate that significant de- 
creases in turnover and drop-out generally 
do result. This would be an important 
factor in settings where turnover poses a 
significant therapeutic and economic 
problem. 


DISCUSSION AND CONCLUSIONS 


The trainees made apparent progress dur- 
ing the group experience, and results of 
this initial project are encouraging. Sev- 
eral factors undoubtedly contributed to 
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the positive nature of this experience for 
the trainees. For one thing, it offered them 
an opportunity to learn interesting things 
about themselves and their work in a spon- 
taneous and vital interactive setting. It 
also represented a fairly unique experience 
in their training where interest was cen- 
tered upon them as individuals and on 
their needs, ideas and feelings, rather than 
on overwhelming arrays of technical terms 
and ideas. What a trainee thought or felt 
may not always have been agreed with, but 
it was listened to and discussed with respect 
by the group. Certainly this aspect of the 
experience contributed to feelings of self- 
worth and security among the group mem- 
bers, and made it easier for individuals to 
modify or give up erroneous ideas with a 
minimum of negativism or feelings of 
lowered self-esteem. The cathartic pur- 
poses served by the sessions should also be 
mentioned. 

Another important facet of the experi- 
ence involved the strong positive trans- 
ference feelings that developed among 
group members and towards the group 
leader. Undoubtedly, a significant part 
of the group’s reactions to the interpersonal 
aspects of the experience, to the factual ma- 
terial discussed, and to the experience as 
a whole was a function of transference 
phenomena. Unfortunately the 6-month 
training period was too brief to permit a 
fuller development and working through 
of this aspect of the experience and a con- 
sequent richer realization of the personal 
growth potential of the experience. It 
would seem worth while to consider sched- 
uling time during the entire training year 
for a regular continuing group experience 
where trainees could be helped to bring 
theory out of the textbook and the lecture 
room into meaningful relationship to their 
own thoughts, feelings and experiences. 
Similar training possibilities as a part of 
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in-service training should also be con- 
sidered. 


Results with this first group were prom- 
ising enough to justify the continued train- 
ing and research effort along similar lines 
which is being carried on at the institute, 
Attention to identification and objective 
evaluation of significant attitude and per- 
sonality changes among group members as 
a function of the group experience is be- 
ing stressed, and increased interdisciplinary 
cooperation with nursing service on plan- 
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ning and evaluation is being developed. I 
is anticipated that the ability to objectivel 
assess such personality factors will permi 
more controlled research into the relative 
effectiveness of various training approaches, 
as well as suggest improved bases for 
selection of training candidates. Continued. 
investment of effort in this area is worth. 
while, since the effective development and 
use of nonprofessional personnel is one of 
the more promising approaches to thi 
problem of increasing therapeutic oppor 
tunities for patients. 
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© ment. The group is © 


-l approach., For example, the 


ii sample is invariably a $s 


| the number of cases 


| necessary tO 
` intervals. 


- EUGENE E. LEVITT, Pu.D. 


On locating closed clinic cases 


for follow-up studies 


About half of the studies of the outcome 
of psychotherapy employ the procedure of 
following up and evaluating a group of 
cases some years after the close of treat- 
ften a sample of cases 
treated by some agency, and the length of 
the interval between the close of treatment 
and follow-up depends upon the sampling 
investigator 
who wishes a 5-year interval will sample 
from among cases closed five years prior to 
his study. When one of the purposes of 
the study is to assess the relationship be- 
tween outcome at follow-up and elapsed 
time since the close of treatment, it will be 
have a number of different 


Location of the persons in the follow-up 
ticky problem, for 


It is also obvious that 


obvious reasons. 
which can actually be 


located will vary inversely in some fashion 
with the length of the interval. This 
creates an additional complication if the 
design of the study requires approximately 
the same number of cases, or a specified 
minimum number, at each interval. 

It would be helpful to have some idea, 
however crude, of the anticipated number 
of locatable and unlocatable cases as a 
function of interval. The investigator 
would then be guided in determining the 
return which can be expected for his efforts 
and he would be able to estimate how 
many cases must be sampled to find a 
given number. Such estimates are likely 


ee eC. 
At the time this paper was accepted, Dr. Levitt was 
director of research at the Illinois Institute for 
Juvenile Research. He is now chief of clinical psy- 
chology at the Indiana University Medical Center 
and associate professor in the department of psy- 
chiatry of the I. U. medical school. 
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to be of most value when the study has a 
predetermined duration as in grant- or 
contract-financed research, or when re- 
sources are otherwise limited and economy 
is a salient consideration. 

Any estimation of locatability must, of 
course, be based on empirical data. Since 
these will probably vary as a function of 
the type of patient, the nature of treat- 
ment, the intensity and kind of efforts 
aimed at locating cases, and sundry other 
variables, reports should include an ac- 
count of these factors. 

This paper is a report of locatability 
and time interval in a follow-up study of 
patients at a large community child guid- 
ance clinic in Chicago. The sample was 
divided into two sub-groups: one of cases 
which had been accepted for treatment but 
had subsequently refused it and thus had 
never been treated at the clinic; the other 
of cases in which either the mother or the 
child had received at least five treatment 
interviews. There were 427 cases in the 
first group, which is designated as Group 
1, and 579 in the other, Group II—a total 
of 1,006. There were 13 instances in which 
two or more children of the same family 
were included, and since we are concerned 
with locatability we shall use the family 
unit rather than the case unit. The fre- 
quencies are then 426 for Group I and 566 
for Group II, making 992 families. 

The total sample represented a random 
selection of about one-third of the cases of 
these types which were referred to the 
clinic during the period January 1, 1944 to 
December 31, 1954 inclusive. All but a 
few of the families resided in the Chicago 
metropolitan area at the time of referral. 

The location procedure began with a 
form letter explaining the purpose and 
operation of the follow-up study. A return 
postcard was enclosed for the family's re- 
sponse. If the letter was returned unde- 
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livered by the post office, a careful search 
of the case record and the telephone direc- 
tory was instituted. When a new address 
was found, a second contacting letter was 
sent. If this failed or if no new address 
could be discovered, there was resort to 
three further procedures: 

1, A letter was sent to the school which 
the child attended when last in contact 
with the clinic if the child was then of 


| 
i 


school age. The letter requested the last | 


address of record or the school to which” 


the child had transferred. If there had 
been a transfer, a letter was sent to the 
second school, and so on, 

2. A check was made of the records of 
the Chicago Social Service Exchange, a 
registry of cases having contact with all 
family service agencies in the area. This 
was tried out with a pilot group of 59 
cases, but was abandoned when it proved 
generally unsuccessful. 

3. A check was made of the motor ve- 
hicle operator's license bureau in the state 
capitol. Somewhat greater success with 
this source might have been obtained if its 
records had become available earlier in the 
study. As it happened, the tracing period 
had to be terminated before the informa- 


tion furnished by the bureau could be fully i 


exploited. 
In instances where neither the contact- 


ing letter nor the enclosed postcard were 


returned to us, the case was turned over to 
a special worker who made efforts to reach 
the family by telephone. 

Efforts to locate cases began in May of 
1956 and ended in October of that year. 
This six-month period was all that the ex- 
pedients of the project permitted. 

Frequency polygons showing the per- 
centages of cases located and interviewed 


as a function of time interval are pre- — 


sented in Figure 1. The curves reveal a 
clear linear trend, that is, a tendency for the 


IGURE 1 


centages to decrease regularly per year 
interval. (The irregularity of the plot is 
no more than is to be expected because of 
the relatively small number of cases at each 
year point.) The concordance of the 
curyes indicates that location and interview- 
ing are highly correlated. The rank-order 
correlation between them is .993. 

. A total of 234 of the Group I cases, or 
54.9% of the 426, were located, and 142, or 
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equency polygons showing percentages of cases located and interviewed 
s a function of time between close of case and follow-up 


— Located 
----“Interviewed 


YEARS AGO 


33.3%, were interviewed. Of the Group 
II cases 73.7% were located and 56.5% 
interviewed.t Chi-square analyses of the 


1A total of 191 families which were located failed 
to provide an interview because of our inability to 
actually make contact with the family, death of the 
child, movement of the family out of the state, or 
open refusal to cooperate with the study. The loss 


amounted to 29%, of those located, or 19% of the if 


total sample. 


o 


data indicate that a significantly higher 
proportion of the Group II cases were both 
located and interviewed. In view of the 
differences and considering the possibility 
that the investigator of the future may be 
interested only in treated cases, the perti- 
nent data which follow are presented for 
both groups and for Group II alone. 

Using the data of Figure 1 we can derive 
“regression equations” which will enable us 
to predict the most probable percentage 
of cases which can be located, and of cases 
which can be interviewed, as a function of 
time interval. These predictions can be 
used in planning future studies. The 
technique of derivation is known as the 
“method of least squares,” and is the ac- 
cepted approach. 

The predicted percentages for year in- 


TABLE 1 


tervals from 1 to 15 based on the regression 
equations are listed in Tables 1 and 2. 
The estimated error in prediction is noted 
at the bottom of each tabular row. The 
interpretation of the error is that the actual 
percentage will be found within the limits 
of the predicted percentage plus or minus 
the error about 70% of the time, which is 
close enough. 

To find the total percentage of cases 
which will be located or interviewed as a 
function of the longest time interval in the 
study, simply add all the tabular percents 
down to and including the longest time in- 
terval, and divide by that time interval. 
For example, a study using both treated 
and untreated cases whose longest interval 
is four years should expect to interview 
(81+-75-+69+-64)/4—=70% of the cases in 


Predicted percentages of cases which will be located 
as a function of time between close of treatment and follow-up 


PREDICTED PERCENTAGE 


PREDICTED PERCENTAGE 


YEARS BETWEEN OF SAMPLE OF TREATED OF SAMPLE OF TREATED 
CLOSE AND FOLLOW-UP, AND UNTREATED CASES CASES ONLY 

1 94 93 

2 89 89 

18 84 84 

4 79 80 

5 74 76 

6 70 72 

7 65 68 

8 60 64 

S 55 59 

10 51 55 

11 46 51 

12 41 47 

13 36 43 

14 31 38 

15 27 34 
ERROR 23.5 +7 


TABLE 2 
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Predicted percentages of cases which will be interviewed 


as a function of time between close of treatment and follow-up 
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PREDICTED PERCENTAGE 
OF SAMPLE OF TREATED 
AND UNTREATED CASES 


YEARS BETWEEN 
CLOSE AND FOLLOW-UP 


PREDICTED PERCENTAGE 
OF SAMPLE OF TREATED 
CASES ONLY 


ee UE EE nEUInEnnIENEIIEn EI SSSSEEENNSISNENIEISNIOn? 


1 81 
2 75 
8 69 
4 64 
5 58 
6 52 
7 46 
8 40 
9 34 
10 28 
ll 22 
12 17 
13 ll 
14 5 
15 0 
ERROR +6 


79 


10 
+4.5 


the sample. Of course, this assumes that 
the number of cases sampled is the same 
at each time interval. 

The predicted percentages of Tables 1 
and 2 are technically applicable only to 
studies which are similar to the one from 
which the predictions were derived, i.e., to 
child guidance clinics in metropolitan 
areas, etc. It is not possible to estimate the 
errors which will be made in applying 
them to other kinds of follow-up investiga- 
tions. It is likely, however, that they will 
hold up fairly well for any type of popula- 


tion varying mostly with the length of time, 
intensity and diversity of efforts at location. 


If the predictions are modified appropri- 
ately to the efforts at location, they can 
probably be used with a relatively small 
error by the planner of any kind of 
follow-up study. At least they are better 
than nothing. It is recommended that 
future investigators publish accounts of 
locatability along the lines of the present 
report, so as to furnish further guides for 
various types of follow-up studies. 
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Usefulness of the Cornell 


medical index health questionnaire 


in a college health department 


In recent years there has been an increase 
in the number of colleges where students, 
at the time of entrance, are given a medical 
screening by the college health department. 
An important element in this general 
survey of the student’s health, including 
his mental health, is the medical history, 
and there is therefore great interest in any 
procedure which leads to the collection of 
better histories, especially if this can be 
done without using very much of the time 
of skilled personnel. It is just this advan- 
tage which has been claimed for the Cornell 
Medical Index Health Questionnaire (CMI) 
by its authors (1, 2, 3). The questionnaire 


Mr. White is in the department of public health 
of Yale University School of Medicine, Dr. Reznikoff 
is director of the department of clinical psychology 
at the Institute of Living in Hartford, and Dr. Ewell 
is in the department of university health at Yale. 
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is selfadministered and consists of 1% 
yes-no questions which are worded simply 
and deal with signs and symptoms © 
present disease, past illnesses, family history: 
and patterns of mood and feelings. It® 
not feasible to reproduce the complete 
questionnaire, which is, in any case, widely 
known by now, but in the course of | i 
article many of the individual questions 
will be referred to. The purpose of tHe 
present investigation was to examine ne 
results obtained, particularly in relatio? 
to problems of mental health, when e 
CMI was used by a group of freshmen 
college students. 


PROCEDURE 


The subjects were 784 freshmen student 
each of whom answered the question”? 
as part of the routine of the initial physi@ 


examination conducted by the department 
of university health. Each student was 
subsequently questioned in detail regarding 
five particular items about which he had 
given information on the CMI form. The 
period of time between the completion of 
the questionnaire and the interview was 
variable: in 156 cases it was less than one 
hour and in the remainder the interviews 
were delayed for from 16 to 28 weeks. The 
five inquiries pursued at the interview were 
presented as if they constituted a special 
investigation, and no reference was made 
to the CMI. 


RESULTS AND DISCUSSION 

Table I shows the frequency distribution 
of the number of positive replies recorded 
on each CMI. This variable is frequently 
used in psychiatric assessment, since it has 
been claimed that a score of 30 or more 
Positive replies is good presumptive evidence 
of emotional instability. There were 24 
students (3%) who showed this number 


TABLE I 
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of positive replies in the present series. 
In a more recent investigation Brodman 
et al. used 50 or more affirmative answers 
as a criterion for screening army pre- 
inductees (4), and according to this standard, 
two of the students in the present series 
would have been classed as emotionally 
disturbed. 

To explore a possible relationship be- 
tween emotional disturbance and the num- 
ber of “yes” responses on the CMI, a follow- 
up was carried out, with the co-operation | 
of the mental hygiene division of the depart- 
ment of university health, A record was 
compiled to show which students in the 
total group of 784 visited this division 
during the two years after the CMI ques- 
tionnaires had been completed. In many 
cases the students went to the mental 
hygiene clinic of their own accord to take 
advantage of the consultation available 
there. In other instances the student was 
referred from another division of the depart- 
ment of university health, but in no case 


Total number of positive replies for all students 
and for students who consulted the mental hygiene division 


S 
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NUMBER 


STUDENTS WITH STATED NUMBER OF 


TOTAL STUDENTS POSITIVE REPLIES WHO CONSULTED THE 
OF WITH STATED NUMBER MENTAL HYGIENE DIVISION 
POSITIVE OF POSITIVE 
REPLIES REPLIES No. Percent 
os ER ee een ti aa 
ot 273 12 4.4 
Eaa 261 26 10 
pols 116 14 12 
eet) 59 12 20 
20-29 51 12 23 
30 or more 24 10 42 
Total 784 11.0 


was the score obtained on the CMI a basis 
for referral to the division of mental 
hygiene; indeed, the score was not known 
by either the student or the doctor con- 
cerned, It is recognized that the emotional 
status of a student is inadequately gauged 
by merely noting whether he did or did not 
attend a mental hygiene clinic available 
to him, but we assume that such attendance 
may nevertheless be used as an indicator 
of emotional disturbance. The relation- 
ship between the total number of positive 
replies on the CMI and visits to the mental 
hygiene division is shown in Table I. 

It is seen from this table that there is a 
positive correlation between the number of 


TABLE II 


“yes” replies on the CMI and the percentage 
of consultations. Of the group of students 
with 30 or more positive replies on the CMI, 
some 42% visited the mental hygiene 
division; this percentage is higher than for 
any other group. The corresponding pet- 
centage for those with 15 to 29 positive 
answers is also higher than average. If the 
CMI is considered, among other things, 
as a device for detecting those who will 
visit the mental hygiene division, however, 
the group of students giving 30 or more 
positive answers provides only 10 of the 86 
subjects sought. By taking all students 
with 15 or more positive replies one would 
include 34 of the 86 who attended the 


Average number of positive replies per 1,000 subjects 


per question by section of CMI 


SECTION OF CMI 


A, Eyes and ears 

B. Respiratory system 

C. Cardiovascular system 
D. Digestive tract 
E. Musculoskeletal system 
F. Skin 

G. Nervous system 
H. Genito-urinary system 
I. Fatigability 

J. Frequency of illness 

K. Miscellaneous diseases 
L. Habits 

Mood and feeling patterns 

M. Inadequacy 

N. Depression 

O. Anxiety 

P. Sensitivity 

Q. Anger 

R. Tension 


AVERAGE NUMBER OF POSITIVE REPLIES 
PER 1,000 SUBJECTS PER QUESTION 
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mental hygiene division, but one would 
also include 100 of the 698 students who 
did not visit this division. 

The questionnaire is divided into 18 
sections and the relative importance of 
these might well vary somewhat from one 
population to another. In Table II is given 
the average number of “yes” responses per 
1,000 subjects per question for each section 
of the form. 

There are certain sections—E, J and 
N—in which the yield of positive replies 
is relatively low, and this is one indication 
that there are questions on the form which 
are not pertinent to this particular type 
of population. However, there is consider- 

able variation within each section as to 
pertinency, and the questions have been 
considered individually with a view to 
removing those which have not been found 
useful for a student population. The 
results of this review of the suitability of 
specific questions for a college population 
are that the 24 questions listed below have 
been judged unsuitable, those in group A 
because the condition referred to is rare 
and those in group B because the answers 
obtained are difficult to interpret for this 
type of population. The percentage of 
Students giving positive answers in the 
Present study is indicated in brackets after 
the appropriate question. 


GROUP A 


Do you often feel a choking lump in your 
throat? (2) 


$ you often have difficulty in breathing? 


Do you sometimes get out of breath just 
sitting still? (1) 


Are your ankles often badly swollen? (less 
than 1) 
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Have you lost more than half your teeth? 
(less than 1) 

Have you ever had serious liver or gall 
bladder trouble? (1) 

Are your joints often painfully swollen? (0) 
Do your muscles and joints constantly feel 
stiff? (less than 1) 

Do you usually have severe pain in the 
arms or legs? (less than 1) 

Are you crippled with severe rheumatism 
(arthritis)? (0) 

Are you a bed wetter? (less than 1) 

Are you constantly too tired or exhausted 
ever to eat? (0) 

Are you always ill and unhappy? (0) 

Are you constantly made miserable by poor 
health? (0) 

Did a doctor ever say you have varicose 
veins (swollen veins) in your legs? (less than 
1) 

Do you often cry? (less than 1) 

Does life look entirely hopeless? (1) 

Do you often wish you were dead and away 
from it all? (1) 


GROUP B 

Do you find it impossible to take a regular 
rest period each day? (32) 

Do you have to clear your throat fre- 
quently? (12) 

Do you get out of breath long before any- 
one else? (6) 

Do you usually eat sweets or other foods 
between meals? (33) 

Do you always gulp your food in a hurry? 
(20) 

Do you sweat a great deal even in cold 
weather? (14) 


To enlist the fullest cooperation of the 
students it seems important to eliminate 
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all questions which they would not con- 
sider to be bona fide inquiries. 


Number of “yes” responses on last page. 
The last (that is, the fourth) page of the 
CMI deals with patterns of mood and feel- 
ing, and a high number of “yes” responses 
on this page (more than three, according 
to the manual issued with the CMI) has 
been interpreted as suggesting psycho- 
logical disturbance. The findings obtained 
in this investigation as to the number of 
“yes” responses on page 4 are listed in 
Table III. 

There is a positive correlation between 
the number of “yes” responses on the last 
page and the number on the remaining 
three pages, as may be seen by comparing 
the first and the fourth columns of the 
table. However, the students who have 
more than three “yes” responses on the last 
page considerably outnumber those with 
more than 30 responses on the complete 


TABLE III 


CMI; there is an obvious need to reex- 
amine by further follow-up studies the 
dictum that those with more than three 
“yes” responses on the last page are possibly 
suffering from emotional disturbance. Such 
a follow-up has been carried out in the 
same way as that previously described for 
the correlation of visits to the mental hy: 
giene section with total “yes” responses on 
the CMI. The results are shown in Table 
IV. 

It is seen from this table that students 
with 4 to 6 positive replies on the last pagë 
did not include an unusually high per 
centage of men who consulted the mental 
hygiene division. If the criterion is made 
more rigorous, however, by taking only 
students with 7 or more replies, one finds 
that 27 subjects out of 76 visited the 
mental hygiene section. ‘This criterion 
then compares favorably with that based 
on total number of replies, since a refer 
ence to Table I shows that the 75 students 


Relationship of number of “yes”? responses on last page 


and number of “yes” responses on first three pages 
OE SL UES Oa DES SS 0 EE SEP CER SSS AGM ten ee VL Ce A ae 


NUMBER OF 
NUMBER AVERAGE STUDENTS WITH 
OF “YES” NUMBER OF 30 OR MORE 
RESPONSES ON NUMBER OF PERCENT OF “YES” RESPONSES “YES” RESPONSES 
LAST PAGE STUDENTS STUDENTS ON FIRST 8 PAGES ON COMPLETE MI 
0 355 45.3 3.9 0 
1- 3 272 34.7 6.6 0 
46 81 10.3 10.5 2 
7-9 38 4.8 11.5 3 
10-12 19 2.4 13.3 4 
More than 12 19 2.4 19.3 15 
Total 784 99.9 a L 
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TABLE IV 
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Number of positive replies on last page for all students and 
for students who consulted the mental hygiene division 


STUDENTS WITH STATED NUMBER OF 


NUMBER TOTAL STUDENTS POSITIVE REPLIES WHO CONSULTED THE 
OF WITH STATED NUMBER MENTAL HYGIENE DIVISION 
POSITIVE OF POSITIVE 
REPLIES REPLIES Number Percent 
<i rE AEA EAEE SEA S O E AES S n 
0 355 20 6 
1 127 14 ll 
2 102 9 9 
3 43 7 16 
46 81 9 ll 
7 or more 76 27 36 
Total 784 86 11 


with more than 20 positive replies included 
only 22 destined to visit the Mental Hy- 
giene Clinic. 
Answers to individual questions. A list 
is given in Table V of the percentage of 
positive replies to certain of the individual 
items on the questionnaire. The figures 
must be regarded with reservation since 
they deal with reported conditions rather 
than objectively evaluated conditions, but 
they give an indication of how a ques- 
tionnaire could be made a starting point 
for the collection of normative data on the 
particular population under study. A short 
experience with this or a similar form would 
Sve general orientation regarding the fre- 
quency of a particular condition and there- 
fore provide basic information needed for 
the planning of a detailed study in this 
Population. The CMI alone is not a suit- 
able instrument for obtaining definitive 
Normative data, and, of course, it was not 
designed for this purpose. 

Some more detailed study of the answers 


to individual questions is also feasible; for 
example, a point of interest is the relation- 
ship between the total number of “yes” 
responses and the replies to particular ques- 
tions. Since there is evidence that those 
who give numerous positive responses on 
the CMI may differ from their fellows in 
emotional stability, it is of value to ex- 
amine the replies to certain questions in 
the light of the total positive responses 
given by the subject. For this purpose the 
students were classified into three groups: 
A, those who gave less than 10 positive 
replies; B, those with 10 to 19; and C, those 
with more than 19. The essential informa- 
tion brought to light can be described by. 
comparing groups A and C. For each 
group the whole 195 questions were ranked 
in order, rank 1 being given to the question 
attracting the largest number of “yes” re- 
sponses, and so on. Certain questions were 
ranked much higher by group A students 
than by Group C students and vice versa. 
A list has been made of those questions 
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which differed in rank by 20 or more places 
when group A was compared with group 
C. Take, for example, the question: “Did 
you ever have a serious injury?” This was 
ranked 12 by group A and 63 by group C, 
a decrease in rank of 51. In all instances 
the rank from group B was intermediate. 
Questions were ignored if they did not re- 
ceive at least 10 positive answers in either 
group A or group C, this restriction being 
necessary to remove items on which no 
substantial information was available even 
though the rank seemed to change con- 
siderably. 

There were 29 questions which by these 
standards were ranked much higher in 
group C than in group A, so that these 


TABLE V 


may be considered the questions that the 
group of students with a high number 
of positive answers were especially likely 
to answer affirmatively. Of the 29, there 
were 20 from the last page, a point which 
once again emphasizes the relationship be- 
tween a high total number of positive re- 
sponses and a high number on the last page. 
In particular, more than half of the ques- 
tions dealing with anxiety, sensitivity and 
anger were given a high ranking by group 
C. Conspicuous exceptions as far as the 
last page of the CMI is concerned were the 
questions on depression and tension, only 
one of which was ranked relatively high 
by group C. A possible explanation of this 
is the age group of the subjects concerned, 


Frequency with which various conditions were reported 


ASTE E ET ISN SS EE eee = 


CONDITION 


Glasses needed for reading 

Glasses needed for distant vision 
Difficulty in hearing 

Epistaxis 

Hay fever 

Asthma 

Hemoptysis 

Hemorrhoids 

Bed wetting (between ages of 8 and 14) 
Hernia 

Otitis media 

Scarlet fever 

Rheumatic fever 

Serious operation 

Serious injury 

Family history of heart disease 

Family history of arthritis 

Family history of epilepsy 

Family history of nervous breakdown 
Family history of treatment in mental hospital 
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PERCENTAGE OF STUDENTS 
ANSWERING “YES” 


26 


since emotional troubles in young people 
are more likely, on the whole, to be ex- 
pressed by anxiety, sensitivity and anger 
than by depression. These findings indi- 
cate that even the subjects with many posi- 
tive replies followed a pattern with regard 
to the type of question to which they gave 
ahigh ranking. This same point is brought 
out by consideration of the 9 questions on 
the first three pages that attracted high 
ranking from group C, namely: 

Do your eyes continually blink or water? 
Do you suffer from a constantly running 
Nose? 

Do you frequently suffer from heavy chest 
colds? 

Do you sometimes have severe soaking 
Sweats at night? 

Does your heart often race like mad? 

Do you get out of breath long before any- 
one else? 

Do you usually feel bloated after eating? 
Do you often get spells of complete ex- 
haustion or fatigue? 

Does working tire you out completely? 


Many of these could well be expected to 
Teveal more about emotional difficulties 
than about organic disease, and it is there- 
fore consistent with previous findings that 
they should be ranked high by students 
with a high total of “yes” responses. 

The 29 questions referred to above were 
Not only given a higher rank by group G 
but also attracted a higher percentage of 
Positive replies from this group than from 
&roup A. This naturally follows since 
group A gave relatively few positive 
answers, 

There is a second group of 17 questions 
which were given a lower rank by group 
C than by group A. Only two of these, one 
Teferring to a family history of nervous 
breakdown and the other to a family his- 
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tory of treatment in a mental hospital, were 
questions from the last page. Seven of the 
15 questions were from a single section— 
K—on miscellaneous diseases. In this sec- 
tion the questions mostly deal with spe- 
cific, defined diseases or symptoms. The 
remaining 8 questions in the list of 15 given 
higher rank by group A are: 

Are your eyes often red or inflamed? 
Has a doctor ever said you had a hernia 
(rupture)? 

Do you suffer from asthma? 

Does heart trouble run in your family? 
Were you a bed wetter between the ages of 
8 and 14? 

Do you bite your nails badly? 

Has a doctor ever said your blood pressure 
was too high? 

Have you at times had a twitching of the 
face, head or shoulders? 


The first question above, in addition to 
obtaining a higher rank in group A than in 
group C, had a slightly higher percentage 
of positive answers in group A than in 
group C; and the second question had al- 
most as high a percentage of positive an- 
swers in A as in C. In all other cases the 
preference shown by group A for answering 
these questions positively was only a rela- 
tive preference in that although the rank 
given was higher the percentage answering 
“yes” was actually lower. For example, the 
question about serious injuries, as men- 
tioned above, had a higher rank in group A 
than in group G but was answered posi- 
tively by only 9% of group A as against 
18% of group C. 

RELIABILITY OF 
INFORMATION OBTAINED 


A central problem in this investigation was 
a consideration of the quality of the in- 
formation that can be obtained by means 
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of a questionnaire such as that employed. 
The reports in the literature on the use of 
the CMI are almost all highly favorable to 
it. However, Glasser and Whittow (5) 
warned of possible difficulties in obtaining 
information from this technique, but did 
not actually report on specific use of the 
CMI. There is, of course, a great deal of 
general information regarding the biases 
found in the answers to questionnaires, but 
each case must be considered on its merits 
since important factors such as the degree 
of motivation might vary considerably from 
one example to another. 
work two types of checks have been applied 
to the answers given on the questionnaires. 


Check against background information. 
Using background knowledge of the preva- 
lence and relationships of various diseases, 
one may apply certain approximate checks 
on the trustworthiness of the data obtained. 
For example, it is well known that rheu- 
matic fever is a sequel to streptococcal in- 
fection, and according to one authority (6) 
it follows clinical attacks of such infections 
in about 8% of the cases. On the CMI, 
information is requested about attacks of 
otitis media, scarlet fever and rheumatic 


TABLE VI 


In the present . 


fever. The answers are classified in Table 
VI. There were reports of rheumatic in- 
volvement in about 6% of those who had 
had scarlet fever or otitis media and in 
about 5% of the remainder. These per 
centages are not significantly different, 
They are both rather high, possibly due to 
the fact that the vague entity “growing 
pains” was linked with rheumatic fever, 
but the important finding is that rhew 
matic fever was not significantly more com 
mon in those with major streptococcal in 
fection than in the remainder. This par 
ticular check of the details suppplied by 
the CMI is an exacting test, in view of the 
small numbers involved, but the failure to 
find a correlation which is probably pres 
ent in the population is a warning against 
hoping for too much from data collected 
solely by this method. 

Another curious result was obtained in 
response to two simple questions regarding 
the need for glasses. Seventeen percent of 
the students stated that they needed spe™ 
tacles for both reading and distant vision. 
An additional 16% reported that they use 
spectacles for distant vision only and @ 
further 8% that they used them for read: 
ing only. The number using spectacles 


Relationship between history of rhewmatic fever 
and history of either otitis media or scarlet fever 


HISTORY OF EITHER 


OTITIS MEDIA OR NO HISTORY OF 
SCARLET FEVER OR OTITIS MEDIA OR Ab 
BOTH SCARLET FEVER 70% 
a 
History of rheumatic fever $2 A l 
No history of rheumatic fever 134 609 ie 
— — RETN 
Total 143 641 a 


102 


(c) Do 


TABLE VII 
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Frequency distribution of number of bowel movements 


in a particular week 


STUDENTS WITH STATED NUMBER OF 


NUMBER OF BOWEL MOVEMENTS 
BOWEL — 
MOVEMENTS Number Percent 
0 1 0 
1 0 0 
2 0 0 
8 7 I 
4 9 1 
5 35 4 
6 46 6 
7 463 59 
More than 7 223 29 
Total 784 100 


for distant vision only is surprisingly high 
and suggests some misinterpretation of the 
question. 
Specific study by means of interview. Five 
of the replies given on the CMI were se- 
lected for detailed study. The questions 
EO selected were the following, the number 
in brackets being the number of students, 
Out of the total 784, who answered “yes” 
to the question when filling in the CMI: 
(a) Are you frequently ill? (4) 
(b) Do you suffer badly from frequent se- 
vere headaches? (22) 
you suffer from frequent loose 
bowel movements? (8) 
bie heart trouble run in your family? 
(©) Did you ever have a fit or convulsion 
(epilepsy)? (5) 

The fact that few students gave positive 
answers to (a) or (e) on the CMI makes it 


unprofitable to analyze the follow-up re- 
sults for these questions. There were also 
few positive answers to (c) but the infor- 
mation obtained on frequency of bowel 
movements is presented as normative data 
for this group. 

There were 766 students who stated on 
the CMI that they did not suffer from 
frequent severe headaches. On interview 
720 of these reported that they had not 
had a headache in the previous week and 
that this was their typical experience. The 
remaining 46 had had headaches in the 
recent past: 38 had had 1 to 3 in the pre- 
vious week and 2 had had 6 or more. Of 
the 22 students who answered “yes” to the 
question on the CMI regarding frequent 
severe headaches, 17 had not had a head- 
ache in the week prior to interview and 10 
of these did not report any earlier experi- 
ences that would support their statement’ 
on the CMI. 
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A review of these results shows relatively 
few discrepancies between what was writ- 
ten on the CMI and what was reported 
at detailed interview. Perhaps this is 
owing in part to the low incidence of 
frequent severe headaches in this sort of 
population. Such discrepancies as were 
revealed occurred mainly in the group who 
claimed on the CMI that they were suffer- 
ing from headaches. 

A frequency distribution of the number 
of bowel movements during the week prior 
to interview is shown in Table VII, and 
illustrates the possibility of obtaining cer- 
tain types of normative data by this method. 

Of the 8 students who claimed on the 
CMI that they suffered from frequent loose 
bowel movements, 7 reported on interview 
that they had 7 or more bowel movements 
a week. From Table VII it is seen that 463 
out of 784 students (59%) made a similar 
report. 

There were 51 students who stated on the 
CMI that heart disease ran in the family. 
At interview relatively few of these could 
produce supporting details that distin- 
guished them sharply from many who had 
not made the claim, since only 24 of these 
students (47%) had 2 or more members of 
the family affected with heart disease. In 
the group who gave a negative answer on 
the CMI there were 17% who had two or 
more relatives affected. Specific inquiry 
was made regarding parents, aunts, uncles, 
brothers, sisters and grandparents. Ap- 

proximately half of the students could not 
name a single relative affected by heart 
disease—a proportion which is perhaps 
kept high by reason of the age of the re- 
spondents and the incomplete knowledge 
of the details of the medical histories of 
those outside the immediate family circle. 


CONCLUSIONS 
The CMI may be recommended for use in 
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a college health department, but with some | 
reservations. It has the advantages of being 
simple, convenient to use and acceptable — 
to the students, and since it is fairly ex- | 
haustive it may reveal important details 
that would be overlooked except in a 
lengthy history. It has particular value in 
drawing attention at an early stage to stu- i 
dents who are likely to seek counseling 
regarding mental health. On the other | 
hand, each subject must interpret the ques- 
tions without guidance, and there are in 
dications that varying interpretations ate 
given to such apparently simple queries a 
to whether heart disease runs in the family. 
For this reason even bona fide answers given 
on the form may be inaccurate, so that the 
index should be thought of as a screening 
device rather than a definitive history. In 
spite of the attempt to make the CMI uni 
versally applicable, a number of irrelevant | 
and therefore distracting questions becom | 
obvious when the questionnaire is used ona 
special group such as a college population. 
For this population of relatively healthy 
people the index, although useful, has not 
had the striking success claimed for othe 
groups (1, 2, 3). 


SUMMARY 


1. A freshman class of 784 students c0% | 
pleted a CMI health questionnaire 0? be 
tending a department of university heal 
for an initial examination. 

2. The distribution of the total nu 
of “yes” responses has been recor a 
There were 24 students (3%) with ay d 
more. Those students with a high numb f 
of total “yes” responses attended M 
mental hygiene section in relatively ae 
numbers than other students. AS 32 4 
ternative to the total number of E 
responses, one may obtain an equally S 
tive and somewhat more specific 
of the probability of attending th 


mbet 


hygiene section by counting the number of 
“yes” responses on the last page. Of the 
76 students with 7 or more positive answers 
on the last page, 27 attended the mental 
hygiene section. 

3. Although the CMI has been recom- 
mended for use in colleges, there are some 
sections with many questions which are 
not relevant to this type of population. A 
list of such questions has been compiled. 
4, A study has been made of the replies to 
individual questions. The 195 questions 
have been ranked in order according to the 
number of positive replies given by stu- 
dents with many positive replies (more than 
19), by students with an intermediate num- 
ber (10 to 19) and by students with few 
(less than 10). The rank of the individual 
question varied with the group of students, 
and these variations are discussed. 

5. The answers given by the students have 
been checked for reliability by (a) relating 
the replies to background statistical infor- 
mation about the type of population sam- 
pled, and (b) interviewing each student and 
obtaining details about 5 of the items in- 
cluded on the CMI. These interviews were 
conducted as if they constituted an inquiry 
quite unrelated to the filling-in of the CMI. 
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Five years’ experience 


with lay discussion leaders 


in mental health education 


In an effort to explore methods of obtain- 
ing wider population coverage in mental 
health education, the mental hygiene di- 
vision of the Alabama State Department of 
Public Health 1 joined forces in 1950 with 
a group of agencies and associations in 


Dr. Hollister is consultant on mental health in edu- 
cation for the community services branch of the 
National Institute of Mental Health. 


1 Directed successively by Dr. Jack Jarvis, Dr. Wil- 
liam H. Knapp, Miss Mary Belle Roberts and Dr. 
John M. McKee. 

2 The City Council of Parents and Teachers (Mrs, 
Eugenia Akin, parent education chairman), the 
Birmingham-Jefferson County Mental Health and 
Social Hygiene Association (Mrs. Vera H. Bruhn, 
director), the Birmingham-Jefferson County Health 
Department (Dr. George Dennison, director, in- 
cluding the mental hygiene clinic and the division 
of health education under John K. Williams) and 


the city school guidance department (Dr. I. R. 
Obenchain). 
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Birmingham ? to develop and study a pro 
gram of parenthood education using lay 
discussion leaders. All the groups involved 
were interested in strengthening the ability. 
of parents to guide the healthy devaa 
ment of their children’s personalities an 
behavior through “common-sense, home 
management” methods. They also wanted 
to know “How is it possible to reach i 
numbers of parents with simple, practica 
learning experiences on child behaviot 
guidance?” and “What kind of behaviot 
guidance information do parents need? 
For instance, these community leaders 
were asking “Is it best to reach a feW 
people with our limited supply of profes 
sional personnel or is it better to develop 
wider coverage with simple materials using 
selected and trained lay leadership?” 

To answer some of these questions, 
local Council of Parents and Teachers, thè 


the 


public health department, the guidance 
division of the city school system, the men- 
tal health clinic and other local groups 
pooled their resources in a cooperative 
project. Under the guidance of consultants 
provided by the state mental hygiene di- 
vision, this program and its study of lay 
leadership and parent discussion groups 
was initiated under the title of “Education 
for Responsible Parenthood” or “Person- 
ality Building in the Home.” Over the 
last five years the groups concerned have 
sought: (1) to give a clear picture of par- 
ents’ felt needs for help in guiding chil- 
dren’s behavior; (2) to delineate by field 
experience the appropriate role and use of 
a trained lay discussion leader; (3) to de- 
fine his training and supervision and (4) 
to evaluate the impact on parents of dis- 
cussion groups led by laymen. This project 
expanded to such proportions that it in 
part precipitated the organization of the 
Birmingham-Jefferson County Social Hy- 
giene and Mental Health Association, 
which now assumes the major responsibility 
of conducting this program. This paper 
Tepresents a progress report and a formu- 
lation of the learnings to date. 


OBJECTIVES 


_ The objectives for this program have un- 
dergone considerable change as new €x- 
perience and a better knowledge of parents’ 
needs accumulated. At present this mental 
health education program seeks: 


© To help parents feel more secure and 
confident in their ability to guide the be- 
havior and personality development of 
their own children. 


© To reduce the anxiety and interpersonal 
Conflicts in families that arise out of lack 


of knowledge about children’s growth and 
needs, 


Based on the experience to date, those 
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involved in the program have become con- 
vinced that parents’ need for security and 
confidence is greater than their need for 
information. This conviction has directed 
the choice of educational methods utilized 
toward those designed to create security, 
safety and stimulation toward study, rather 
than those that concentrate mainly on in- 
tellectual learnings. 


THE METHOD 

To meet these objectives, this program at- 
tempts to prepare a lay leader who can 
help a local neighborhood, school or 
church group of parents gather in small 
groups: 

@ To build their own agenda of child-care 
problems. 


e To engage in an interesting variety of 
group problem-solving and discussion 
methods,’ 


@ To become stimulated to use resources 
and compare experiences. 


è To develop by parent self-decision a 
variety of possible ways to manage these 
problems in the home. 


The basic method was borrowed from 
the original Education for Responsible 
Parenthood program of Mississippi, which 
has previously been reported (1, 2). 

The focus is on parent self-decision and 
the parents’ freedom to create their own 


Sen S ES 
3 The basic method of this program was borrowed 
from the original Education for Responsible Par- 
enthood program which was first developed in 
Mississippi in 1944 (1) and then spread to North 
Carolina, South Carolina, Tennessee, Arkansas and 
Georgia. In 1950 the state mental health programs 
of Alabama, Mississippi and Georgia financed a field 
survey of these programs and the preparation of a 
discussion leaders’ manual (2), which contains the 
field-tested techniques that lay discussion leaders 
have used with success. The manual is a compen- 
dium of alternatiye group methods and readings. 
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pattern of home management. The em- 
phasis is on the “normal” everyday prob- 
lems of child care, not on the clinical 
problems that belong in the hands of 
specialists. 

A group numbers from 6 to 30 parents, 
who gather around a dining-room table at 
a home or in a room at a church or a 
school. They usually meet three or four 
times for two or three hours, and it is not 
unusual for them to decide to continue 
for six to eight sessions. The discussion 
leader’s role (which is more completely de- 
scribed in following sections) is simply to 
expedite the flow of discussion, to create a 
safe climate for complete group participa- 
tion and to mobilize resources as needed. 
At no time does the leader become a re- 
source person on the content of the dis- 
cussion. He suggests to the members of 
the group the methods and approaches 
they might use to study their problems. He 
helps to obtain films, pamphlets, books and 
visiting resource people as needed. No 
“expert” is brought in until (a) the group 
itself has defined and discussed some ques- 
tions on which they want special help, and 
(b) the group's sense of cohesion and its 
ability to think for itself has matured to 
the point that it will not use the resource 
person in abject dependency. 

By eliminating the use of lectures that 
present ideal standards of conduct, an at- 
tempt is made to avoid making parents 
feel inadequate, anxious or guilty, or be- 
lieve that “the material is too general to fit 
my home.” In our experience, a semi- 
structured pattern of group activity under 
a non-status leader seems to provide ample 
areas of freedom for each parent to give 
and to find “something for himself.” 

Some of the methods developed and 
learnings that have emerged over the last 
five years are presented briefly in the sec- 
tions that follow. 
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DISCUSSION LEADER 
TRAINING COURSE 


The discussion leader training course has 
been progressively refined by experience, 
It now lasts for three days (16 to 18 con 
tact hours) and is staffed with personnel 
trained in mental health, education and 
public health. The participants are drawn 
from local parent-teacher associations, 
churches, neighborhood groups or schools, 
They are selected by the training course 
staff on the basis of interest, readiness, will 
ingness to perform as discussion leaders 
and willingness to be supervised in the 
field. Recruits are now drawn mainly from 
outstanding participants in previous study 
groups. We have noted that as the pro 
gram has become better known and aci 
cepted in the community those who present 
themselves for training have had progrés- 
sively more experience in leadership roles 
and more formal education. In 1950 the 
first 30 trainees had to be recruited. In 
1955 the 11 courses that provided training 
for the 392 parents and teachers were over 
subscribed. 

Basically the course consists of three €x: 
periences for the trainee: 


1. An experience for self ; 
This is the experience of actually go!" 
through a discussion group (10 hours) dur 
ing the course in order to get the “feel, 
observe the procedure and meet some of thë 
trainees’ own informational needs. 


2. Background information sessions y 

These consist of periods devoted tO er 
ing the discussion leader an outline orienta 
tion in the emotional, social and physi% 
growth of the child. 


3. Skill practice sessions 
During these periods the skills of lela 
ship and group participation are dem 


strated, then actually practiced. In addi- 
tion, the mechanics of setting up the discus- 
sion groups, planning, mobilizing resources 
and the handling of occasional difficult 
situations are discussed. ‘ 


Experience with the task of training lay 
discussion leaders has revealed the high im- 
portance of an “experience for self.” Dis- 
cussion leader training not only involves 
an opportunity to acquire new knowledge 
and to learn new skills, but also involves 
the task of getting emotionally ready. 
When the prospective discussion leader has 
had a meaningful experience that was per- 
sonally helpful, when he or she has ex- 
perienced the “feel” of a cohesive, mutually 
supportive group, then a real personal mo- 
tivation to help others seems to develop. 
Having caught a fuller meaning for him- 
‘Self, the trainee appears more ready to 
turn toward helping others discover this 
same experience for themselves. 

The background information sessions 
are given not to help the discussion leader 
become a pseudo-expert but to provide an 
intellectual foundation for creating better 
discussion, and an overview lending per- 
spective on the resources needed to help 
the group. 

The skill practice sessions are for units 
of five or six trainees, with a staff member, 
who one by one take turns being leader 
While the others act as participants. They 
practice the verbal skills involved in initi- 
ating the various types of group activities. 
They are taught and practice the skills of 
leading the following kinds of activities a 
group may need in order to carry out a dis- 
cussion of its self-selected topics: 


Agenda-building and opening skills 


i Welcoming talk, defining the discussion 
eader’s role, explaining the group discus- 
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sion plan, getting the people introduced, 
doing an interest survey, helping the par- 
ticipants to classify and group their in- 
terests, set priorities, and set up a schedule. 


Study-discussion skills 


Use of buzz groups and work groups, re- 
port sessions, general discussions, trait- 
cause discussions, application discussions, 
simple role-playing (leader-group, leader- 
member, member-member), summarizing 
and recording. 


Resource-introducing skills 


Using panels (symposium, discussion, 
spontaneous and interview types), round- 
robin reading, newspaper or magazine 
article “clipping clinics,” abstracting main 
ideas from pamphlets, group chart study, 
film use technique (‘feeling with” and 
“helping person” techniques) (6). Time is 
also spent learning how to help a group 
prepare for and wisely use a resource person. 


Limit-setting skills 


Special attention is given to preparing 
the discussion leader to help the group 
recognize its limitations. One of the most 
successful devices in gracefully keeping a 
ceiling on activities so that the group does 
not go beyond its capacities is an “unmet 
needs list.” A large piece of paper is hung 
on the wall each session. When anyone 
introduces a clinical problem, the leader 
asks the group whether they feel they can 
discuss this or whether skilled help may be 
necessary. If it is beyond the group's 
capacity to handle, the item is then placed 
on the unmet needs list with the under- 
standing that the questioner and the dis- 
cussion leader will work together after the 
group meeting to find an appropriate re- 
source. Questions on which discussion has 
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failed or reached an impasse also can be 
placed on the list. The list can be mailed 
to a future prospective visiting resource 
person so that his contribution may be made 
directly on some of the points on which the 
group desires help. Through use of this 
unmet needs list and continual offers to try 
to help an individual find aid on a special 
problem outside the group ,the leader is 
more able to keep the discussion focused on 
the everyday problems of living, on the 
front-line mental health job of guiding 
growing personalities in the home. 


FIELD SUPPORT OF 
LAY DISCUSSION LEADERS 


One of the unique developments of the 
Birmingham program of Education for 
Responsible Parenthood has been the origi- 
nation of an organized field support pro- 
gram for discussion leaders who have been 
trained. In previous experiences in Mis- 
sissippi only about 50% of those trained 
actually performed. The institution of an 
organized field support program by the 
sponsoring agency has helped over 90% of 
those trained to perform. With field sup- 
port and frequent training courses, it is 
now possible to maintain a corps of 125 to 
150 discussion leaders active in the com- 
munity. Such trainees serve an average of 
two or three groups a year and remain ac- 
tive an average of one and a half years. 
For several years over 5,000 parents annu- 
ally have attended the various discussion 
groups. 

On the basis of field experiences in 
Georgia and Tennessee and locally in 
Birmingham, a complete field support pro- 
gram should include the following: 


1, A materials resource center 


A library of pamphlets, books, film strips, 
films, recordings and plays, open daily 
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for the discussion leaders’ personal study 
and for their use during discussion groups, 


2. A special problem resource center 

The local mental health association or 
a child guidance clinic can give priority 
to phone calls and letters from trained dis 
cussion leaders and attempt to support 
them with interpretations, suggestions and 
referral to literature resources. The sup 
port of a clinically trained mental health 
consultant is desirable. d 


3. Materials resource lists 


Each discussion leader can be given lists 
of materials available from each local and 
state agency that can be easily obtained for 
the use of his group. 


4. Resource person lists 

Each leader can be given a list giving. 
the name, profession, area of competency 
and travel costs, if any, of persons who 
know the group discussion process Wel 
enough to act as resource people without) 
interfering with the group experience. 


5. Field consultant F 
An experienced discussion leader who 
knows each trained lay leader personally 
can be made available. By telephone, a 
field consultant promotes the use of n 
discussion leader by conferring with tht 
officers of the club or organization thal 
sponsors the discussion leader. It sie 
much easier for a third person to prome 
the use of the discussion leader than ‘0 
the discussion leader to push himself. 
“guardian angel” also phones to talk oy 
plans with the discussion leader the W° 
before he starts a new group, often atte? 
the first meeting as moral support %" 
gives continued consultation, as needed, 
the mechanics, problem situations 4” t 


mobilization of resources. In Birmingham 
the Social Hygiene and Mental Health As- 
sociation now provides a consultant to meet 
this need. 


6. Discussion leader reunions 


Regular monthly meetings of discussion 
leaders to discuss the problems they are 
facing are conducted by the field con- 
sultant. Presentation of new materials, 
demonstrations and postgraduate education 
of the discussion leaders takes place at these 
meetings. 


7. Pairing device 

Discussion leaders planning to operate in 
contiguous neighborhoods are encouraged 
to team up. One agrees to help the other 
with her group in return for the same help 
in her neighborhood. This plan appears to 
encourage newly-trained leaders and to pro- 
vide them with additional support. 


8. Sponsoring support group 

Each discussion leader trained is urged 
to gather a sponsoring and supporting com- 
mittee around him or her. He or she is 
encouraged to gather a group of friends 
around the dining-room table in his own 
home about a week after the training 
Course and to practice going through the 
steps of a miniature discussion group. With 
this method the trainee gets a chance to 
practice and to mobilize a group of sup- 
Porters who can attend the first discussion 


 &roup, who know what the discussion 


leader is trying to do and can be sup- 
Portive, fill in silences and even promote 
attendance. 


9. An annual summer camp 
In the Birmingham program, a summer 
Week-end retreat is held annually for dis- 


cussion leaders and their families. In ad- 


kog 
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dition to general recreation and informa- 
tion sessions, there are separate advanced, 
beginners’ and children’s programs at the 
camp that have helped to provide growth 
and experience for every member of the 
family of the discussion leader. Partici- 
pants report that these three days of free- 
dom from responsibility for their children, 
during which to share with their husbands 
the study of some problems of family life, 
have been a personally meaningful experi- 
ence. This experience also has helped to 
motivate several husbands to become dis- 
cussion leaders too. 

These simple and logical devices appear 
to be essential in helping lay discussion 
leaders perform and in enabling them to 
improve the quality of the experiences that 
they can help their groups build. 


EVALUATION OF THE 
FIELD PERFORMANCE 


An evaluation of this program as it is 
operated in Birmingham is continuously 
being made on three levels: one, from 
opinions of the participants; two, from 
opinions of trained observers from the fields 
of psychiatry, psychology, social work and 
education; three, by a program of objective 
research. This objective research program 
is both long and complex, involving prob- 
lems of criteria development as to what 
constitutes good parenthood and good 
mental hygiene as determined by each 
demographic group in the community. 
The “critical incidence’ and “forced 
choice” techniques are being used in this 
criteria development and validation. It 
will take some time to complete this 
study (5). 

As one attempt to answer “What does 
a group experience with one of these trained 
lay discussion leaders accomplish?” we have 
personally interviewed a sample of 47 par- 
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ticipants and a second group of 12 mental 
health specialists and 5 educators who have 
observed one or more of the groups. These 
interviews consisted only of asking and 
clarifying the answers to two questions: 
1, What values did you find in this experi- 
ence for yourself (or for the participants)? 
2. What were the strengths and what were 
the weaknesses of the method, content or 
leadership of the program? 


THE PARTICIPANTS’ EVALUATION 


The participant sample consisted of 40 
women and 7 men who were interviewed 
during one of the 1954, 1955 or 1956 sum- 
mer parenthood education camps for lay 
leaders and parents. The sample is sub- 
ject to the bias of all the selection factors 
that motivated these individuals to attend 
this camp. They most likely represent a 
more highly motivated and favorably im- 
pressed sample than the general popula- 
tion of participants. 

Although the interviews were spread 
over three years’ time, there is a remarkable 
consistency year by year in the values, 
strengths and weaknesses identified, a find- 
ing that is of significance in itself. The 
most commonly stated replies were: 


1. Values found in the experience 
@ A sense of personal growth 

“We've found new ways of relating in our 
family.” 

“Tve grown up a little since then.” 


© New sensitivity 


“I had my eyes opened to how children 
(or parents) feel... I sense this more at 
home now.” 


© Breaking the feeling of isolation 
or being different 


“I feel less different.” (This was the most 
common reply.) 
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“I found others have the same problems, 
too.” 

“I found some troubles are normal 
troubles.” 


e Helpful information 

“I got a better understanding of be 
havior.” 

“Learning about the stages of growth (ot 
normal problems) was most helpful.” 

“I got some new light on one of my 
problems.” 


© Stimulated thinking and reading 

“It was food for thought.” 

“I've stopped many times to think about 
it.” 

“Tve read more since.” 


© Stimulated relationships 

“It led to some good talks with my hus 
band.” 

“I felt freer to go talk with my child’ 
teacher.” 


© Provided reassurance and confidence in 
self 

“I feel more sure of myself now.” 

“If other mothers can do it (child cate) 
I can.” 

“It’s wonderful to know you can relax 
and be yourself and raise your children 
your own way.” 


© Freedom to express feelings i 
“There was a wonderful feeling of cating 
for children in the group—it made m 
want to love mine all the more.” i 
“This is the first group in which Ig 
accepted.” 


@ A sense of resources ith 
“Now I feel I’ve got friends to talk wi 
about my problems.” 
“Tve found some places to get help. 
(This referred to agencies) . 


2, Strengths of the program (content, 


method or leadership) 


The most frequently mentioned strength 
of the group experience included: “It was 
so friendly. We were made comfortable with 
one another. Somehow it was easy to talk, 
and the informality or discussion brought 
us closer to our child’s teacher or to our 
neighbors.” Other comments included: 
“It was not all cut and dried,” “We got to 
talk about what we wanted to talk about,” 
“The leader made everything group- 
centered” and “We all had a chance.” 
Typically one heard: “I like discussing—a 
small group is enjoyable and safe.” 


3. Weaknesses of the program 


Criticism about results centered around 
“There was no expert there to guide us,” 
“I didn’t get my main problem solved” 
(usually meant some clinical condition), 
“Not enough time to discuss,” “One of the 
members talked too much,” and “No one’s 
attitudes got changed.” 

Weaknesses identified about the me- 
chanics included irritation with poor con- 
tinuity of member attendance (‘They miss, 
then lose interest”), difficulty of finding a 
common time (“You don’t reach the people 
who need this”) and complaints that the 
discussion method allowed a few to mo- 
nopolize the group. 

Apparently most of the sample liked 
their leadership services, but a few indi- 
cated that their particular leader talked 
‘oo much, tried to dominate, didn’t involve 
the group or tried “to answer the ques- 
tions herself.” Each of these people asked 
if leaders couldn’t be picked and screened 
More carefully. Another interesting chal- 
enge was continuously voiced in a re- 
quest to “do something about those people 
who come to these groups just for socia- 
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bility” or about those who come to voice 
a grievance against the school. 

Other significant weaknesses are high- 
lighted in the postgraduate reunions of the 
discussion leaders when these leaders bid 
for more help in the management of “group 
dominators” and “the setting up of a code 
of confidentiality” so that things shared 
don’t become gossip. Apparently one of 
the most difficult and continuous tasks of 
the discussion leader is to deal with in- 
dividuals seeking to use the group as a 
clinical resource. To meet these individual 
needs, it is often necessary to defer the 
discussion of a clinical problem to a per- 
sonal conference with the leader after the 
meeting, when referral to a clinical resource 
can be effected. Sometimes it is possible 
to defer discussion of a clinical problem 
by listing it on the unmet needs list (see 
above) for eventual handling by the 
trained visiting resource person. It may 
take frequent emphasis on “We're looking 
at the usual problems of child care” or 
“We're looking at home management” to 
keep the group focused on its area of 
competence. Discussion leaders report that 
some who enter the group to seek clinical 
help or answers from experts do drop out. 


VALUES TO THE COMMUNITY 


As an added dividend, the replies received 
from the participants revealed values best 
classed as values to the community. The 
local PTA leadership reported a resurgence 
of interest in their work. “We're reach- 
ing people we never reached before” and 
“It’s really stimulating teacher and parent 
conferences and teamwork.” ‘Teachers re- 
ported that “more parents were coming in 
to talk about their children,” “parents were 
friendlier” and that their participating 
with parents in discussion groups made their 
“jobs more rewarding.” As a by-product 
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of these values to the community, increased 
numbers of teachers have enrolled and com- 
pleted training as discussion leaders and 
now meet regularly with the parents of 
their classes. Some teachers and princi- 
pals now feel that the increase in school 
study groups jointly led by trained parent 
and teacher discussion leaders had en- 
hanced and vitalized the total Parent- 
Teacher Association and school program. 
Another by-product has been changes in 
the type of church and PTA meetings as 
trained discussion leaders begin to apply 
their new group participation skills to 
larger groups. The increased personal and 
social effectiveness of the trained discussion 
leaders has resulted in many of them suc- 
ceeding to the PTA presidency and other 
officerships. Indirectly, the program has 
discovered and helped develop new commu- 
nity leadership. 


PROFESSIONAL OBSERVERS’ 
EVALUATION 


At various times, one or more neighbor- 
hood study groups have been attended and 
observed by one of a group of 3 psychia- 
trists, 4 clinical psychologists, 5 psychiatric 
social workers and 5 educators. The 
values, strengths and weaknesses identified 
by these observers in many ways parallel 
those of the participants, but were fre- 
quently presented in a more sophisticated 
language. In addition to those values, 
weaknesses and criticisms listed above, the 
following observations of the professional 
obseryers are presented: 


Values 


In listing the values they feel participants 
derived from the group discussions, the pro- 
fessional people commonly cited the fol- 
lowing: finding a sense of security and ac- 
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ceptance, gaining reassurance, developing 
a long-range perspective on problems, a 
quiring new information, and discovering 
new ideas and feelings in the freedom ofa 
safe, comfortable small group. They noted 
that participants used the group to mel 
independence strivings, to gratify depend: 
ent needs, and to work out family con 
flicts symbolically in the safety of the role 
in the group. Some felt the group helped 
to meet certain needs for recognition and 
support or needs to act out substitute 
satisfactions. 


Strengths 


In response to questions on the strengths 
of the program content, method and leat: 
ership, the majority of professional ob 
servers were impressed by the favorable 
learning climate of the discussion group 
they attended. The educators felt that the 
program’s accent on group-built agent 
and group problem-solving, the use of re 
source persons (usually reserved for the lay 
meeting), as well as the emphasis on doing 
demonstrating, feeling, working out “you 
own answers” and “putting things m ©" 
same words you would use with your chile 
contributed greatly to the learning impact) 
One educator stated: “Apparently se 
and the printed word communicate poorly 
to some parents. Possibly the methods U! ; 
here more nearly meet the learning patte" 
of the doer, feeler and relator kinds 
learners.” He felt that these kinds 
learners might be more attracted to thes 
sessions, thus bringing in a skewed samp 
of learners into these discussion 80 
As an example of emotional learning; 0f 
father said, “What did I get? Som 
I gradually caught the feel of getting alo 
with my children.” A mother said, On 
I had practiced answering children’s oi 
tions in the groups, I found I could ré 
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do it more gracefully and with the right 
feeling at home.” 

The list of mental health strengths iden- 
tified by the professional observers prac- 
tically duplicates the values listed above 
by the participants. In addition, several 
mentioned their growing belief, as they 
listened to mothers talk in these groups, 
that much of their anxiety is unnecessary 
and rises out of ignorance of normal varia- 
tions of child growth and behavior. With- 
out overlooking the possibility that some 
anxieties expressed are symbolic of deeper 
problems, most felt that the program, to 
some degree, diminished and prevented 
anxiety by its simple anticipatory guidance 
and information as well as mutual emo- 
tional support in the group. (For example, 
“It's just a stage of growth and you will 
live through it.”) The clinicians noted 
how often participants found release from 
guilt about their failure to achieve book- 
learned or lecture-inculcated high standards 
of behavior in their children. When they 
found that others miss the mark too and 
that “you don’t have to be perfect,” there 
Was real relief expressed. One psychiatrist 
felt this was a form of reassurance that 
Came, at its best, from other parents in 
free discussion. 


Weaknesses 


Some observers felt that the use of films, 
Pamphlets and a resource person at the 
terminal meeting did not always prevent 
poor information and inaccurate solutions. 
Others reported that stereotypes, pat solu- 
tions and punitive attitudes sometimes get 
Teinforced, some of which may lead to a 
degree of socially approved adjustment but 
not always lead to the best individual de- 
Velopment. Many of the trained observers 

 &xpressed the belief that the personal equa- 
tion of each leader's personality causes the 
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quality of a group’s experiences to vary 
considerably and urged careful screening 
of leaders. Some noted anxious leaders 
over-controlling a group and occasionally 
losing their role by expressing personal 
opinions or mobilizing toward conformity 
pressures. 

One group of observers felt the content 
was too de-emphasized. They also felt that 
lay leaders were too rigid and structured 
in the process of leadership and they de- 
plored the lack of more complete group 
freedom in self-direction, To a degree such 
criticism is correct, for these lay leaders are 
trained to develop some structure in col- 
laboration with the group. Our experience 
has led us to the conclusion that lay 
leaders feel more comfortable and function 
better in semi-structured situations where 
they have some control over the choice of 
methods but where the group has free- 
dom over the choice of topics. These 
“negatives” present many challenges in pro- 
gram development, some of which are 
probably the standard risks to be en- 
countered in the use of lay leadership. 

One of the most interesting professional 
criticisms of the value of discussions led 
by laymen has been the charge that they 
merely “pool the collective ignorance of 
the group.” Our observations tend to con- 
firm Norman Maier’s (4) experimental find- 
ings that “ignorance pooling” is avoided 
and sound practical solutions are discovered 
more frequently by the group when the 
leader actively protects the right of minori- 
ties and provides an opportunity for all to 
participate. When discussion is free and the 
minority voice is given a chance, our ob- 
servers have noticed that the discussion 
moves beyond “ignorance pooling” into 
more critical comparisons and tests of the 
ideas submitted. Noting this, we have en- 
couraged discussion leaders to establish the 


115 


idea that “there are many answers to these 
human relations or family living problems” 
and to poll the whole group frequently. 
Then the ideas submitted can be tested to 
see if they “square with the reality of using 
them in your home.” By this means, an 
individual has a better opportunity to 
choose a solution or interpretation that fits 
herself, her home and her family or even 
to reject all the choices. 

In general, these observations and follow- 
up contacts suggest that the program has, 
for some of its participants, stimulated them 
to further study and reading, diminished 
some of their anxiety over child behavior 
and individual differences, developed a 
sense of more acceptance, recognition 
and/or confidence in the parental role, and 
provided new information and new re- 
sources. 

The observers also conclude that the pro- 
gram is subject to limitations in its service 
to parents in that (1) it does not meet the 
occasional need for clinical service that 
parents present, and (2) it is difficult, with 
volunteer lay leadership, to control and 
maintain the quality of group education. 
In general, our observers have agreed that 
this program should not and cannot be 
expected to meet the wide range of parental 
need, but that its advantages outweigh its 
disadvantages. From the above subjective 
personal reports and comments of trained 
observers, there is still insufficient evidence 
on whether changes occurred in basic at- 
titudes or performance. The development 
of a scientific sample and criteria and the 
execution of an objective study are in 
process now (5). The descriptive evalua- 
tions reported above have been encourag- 
ing enough to conclude that the public and 
professional acceptance of the program is 
sufficient to warrant its continuation, fur- 
ther exploration and study. 


116 


SUMMARY 


As a result of the five years’ experience ani 
the valuable insights given us by our par 
ticipants and professional observers, ou 
understandings, skills and goals have been 
redefined. At present the lay leaden 
tactical goals have become the creation of 
a small group discussion experience that if 
characterized by: 


@ A group-built agenda (some measure 
group self-direction. 


© Group problem-solving (participation it 
self-decision). 


@ Free discussion by all (minorities prt 
tected to prevent ignorance pooling) (f) 


@ Social safety to express feelings. 


© Opportunity to relate to others and thu 
understand them better. 


© A chance to explore, test and compat 
ideas as to whether they fit social and emo 
tional reality. 


© Opportunity to listen, perceive and be 
come sensitive to others. 


e A chance, in the anonymity of the grou?) 
to see and test oneself, and perhaps u 
understand oneself better. 


This kind of group experience ee 
beyond the usual group dependency UP? 
the expert to opportunties for self-discovel 
and personally working through solution: 
In such a group, information is sought 
needed instead of introduced by €*P® i: 
The learning experience is more leari! 
directed, for learning comes through 
ticipation, self-decision and shared exp 
ences as well as through contact with A 
information. It is felt that this kin® 
social experience in relating and leat 1 
can build confidence and self-reliance. 4 
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emphasizes a basic belief in the average 
parent's capacity to solve his own prob- 
lems and to use resources wisely. 

As we see it, the continued task of such 
mental health education programs is to 
refine the selection, training and perform- 
ance of discussion leaders and to reach a 
greater number of homes with the posi- 
tive mental health potentials of the 
learner-centered type of discussion group 
experience. 
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NORMAN M. CHANSKY 


How students see their teachet 


As a teacher, the writer is curious about 
the attitudes that students hold toward 
him. Assessing students’ attitudes permits 
him to plan his teaching so that the students 
may learn most effectively within their 
predispositions, As an instructor of child 
psychology, moreover, the writer is espe- 
cially interested in assessing the attitudes 
toward children that his students hold. 
Before studying the behavior of children, 
the student should know how he feels 
about them. 

The purpose of the present study is to 
determine whether there is any relation- 
ship between the attitudes toward children 
that students hold and the attitudes they 
assign to their instructor. 

After three weeks of lecturing about 
——__ 


Mr. Chansky is an assistant professor of psychology 
at the State University of New York in Oswego. 
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theories of child development, prendl 
development and postnatal physiologic 
development, the writer administered Ú 
Minnesota Teacher Attitudes Invent! 
(2) to his classes in child psychology: 
was his intent to lecture formally zi 
non-controyersial topics so that the student 
would not be cued to the instruc” 
attitudes toward children. After d 
Minnesota Teacher Attitudes ne 
(MTAI) was administered, the st 4 
were asked to write what attitudes et 
children they believed their instruc i. 
The MTAI is a measure of the tei 
attitudes toward democratic procedures n 
teaching. The concept of demo 
adopted by the authors of the MTAI s 
to good mental hygiene. The inven i 
based on the F scale developed by A' $ 
and others (1). The F scale is a m% 
of authoritarianism or acceptance of 


tic- attitudes. High scores on the MTAI 
suggest respect for the worth of children, 
belief in their ability to grow, and belief 
that each person has a place in the world. 
Low scores suggest aggression toward chil- 
dren; the seeking of security through virtue, 
position and authority; and the seeking of 
security through knowledge of the subject 
‘matter. $ 
Working with a minimum of cues, 16 
students felt their instructor would allow 
freedom of search and of communication, 
12 felt that he would strongly insist on 
discipline in the classroom and on socially 
precise behavior; 9 that he would set himself 
Apart from the classroom procedure and 
be very impersonal in his relationships with 
students; 12 that he would be patient and 
understanding in his relationships with 
children; 12 that he would respect chil- 
dren's status; 6 that he would have close 
ersonal contact with students; and 9 that 
his Major interest would be in helping 
children who were having problems in 
School. 
Examination of the MTAI scores indi- 
tes that students did not assign attitudes 
ð their instructor by chance, nor did they 
€cessarily assign them to him on the basis 
f cues he emitted,1 
The students who assigned the attitudes 
É freedom to explore and to communicate 
hat one has found had the most democratic 
ttitudes toward children. The groups 
ath, the next highest MTAI scores saw 
eir instructor as a patient and under- 
tanding person or they saw him as one who 
would have close personal contact with 
lildren. The students with the most pro- 
Sunced anti-democratic philosophy of 
d development, saw the instructor as 
t person who would be primarily concerned 
vith teaching children socially precise 
~2Vior or they saw him as one who would 


| 


Students See Their Teacher 


CHANSKY 


be primarily interested in helping children 
who have problems which interfere with 
learning. 

A few quotations from students who 
participated in the study will illustrate 
these findings more clearly. 


STUDENT A 

MTAI score 72. 99th percentile for uni- 

versity freshman. 

1. You believe in trusting students. 

2. Students should have more class freedom. 

3. Do not publicly embarrass a pupil. 

4. Today’s children are just as good as any 
other generations. 

5. Children should ask questions. 


STUDENT B 

MTAI score -1. 40th percentile for uni- 
versity freshmen. 

1. You are always interested in pupils who 
need help to understand the subject. 

2. Students come to school for one purpose 
and that is to gain knowledge. i 


STUDENT C 

MTAI score -19. 20th percentile for uni- 
versity freshmen. 

I think that you regard the classroom as 
a learning place where pupil and teacher 
should experience an impersonal relation- 
ship and where the pupil is there to learn. 


STUDENT D 


MTAI score 84. Beyond 99th percentile 
for university freshmen. 

You feel that children given the opportunity 
to express themselves will help teachers to 
understand them. These views are mine 
and I probably have been projecting my 
ideas to you since I haven't actually had 


1The proof reported is qualitative. The precise 
statistical results on which this report is based may 
be obtained by writing the author, 
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enough time to understand your motives 
and ideas. 


STUDENT E 


MTAI score -20. 20th percentile for uni- 
versity freshmen. 

I think you believe that the child should 
be brought up under a normal disciplinary 
program so when the child starts school 
he will have an idea of what discipline 
means. The child should be helped by his 
parents if he has a problem to overcome; 
however, he should not be given sympathy. 
The parents should also see that the child 
gets acquainted with the right class of in- 
dividuals as other children have an effect 
on the personality of your child. 


The above statements are but a few 
samples of the proof that students with 
democratic attitudes toward children see 
the instructor as democratic; students with 
undemocratic attitudes see him as undemo- 
cratic, 

There are at least two theoretical ex- 
planations for these findings. One could 
say that the students projected onto the 
instructor, in the absence of defined cues, 
their own attitudes. On the other hand, 
one could say that the students who hold 
a certain attitude are more apt to be aware 
of its manifestation in the teacher because 
of their sensitization. That the latter is 
apparently not tenable may be inferred 
from the fact that there were no differences 
in MTAI scores between the group which 
assigned impersonal contacts and that of 
the group which assigned personal contacts 
to the instructor. 

It appears, then, that students assign 
to the instructor attitudes toward children 
which they themselves hold. The students 
themselves appear to be aware that this is 
what they are doing. One can see too how 
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freedom to communicate, patient und ` 
standing and close personal contact withs 
dents are related to democratic classtog 
procedures. Likewise, in confirmation 
the findings of the Adorno group, the strog 
emphasis on socially precise behavior an 
on discipline is consistent with anti-den 
cratic ideology. What is difficult to unde) 
stand is why those students who felt t 
instructor was primarily interested in hej 
ing children with problems received scom 
which would classify them as antidem 
cratic. One guess as to its meaning is tH 
strong dependency feelings of authoritarid 


helpless children. Regardless of thei 
terpretation, the finding is alarming 
helpless children are taught by teacht 
with authoritarian outlooks, it would sta 
to reason that their growth would } 
hampered rather than facilitated. 


CONCLUSIONS a 
Attitudes that students assigned to theid 
structor reflected the attitudes they t% 
selves held. Students who assigned t4 
instructor such attitudes as freedom | 

communicate, patience, understanding #8 
close personal relationships with chidi 
held democratic attitudes toward class? fi 
procedures. Students who assigned the i 
structor interests in discipline and in 4 
ing children with problems held attitt 
toward children that are not consonant ™ 
good mental hygiene. 
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RALPH L. KOLODNY 


Research planning 


and group work practice 


The influence of the research process 


on the climate and function 


of a specialized group work department 


l 

| 
The ultimate aim of research in the mental 
ealth professions is the improvement of 
rofessional service. The research worker 
a social agency attempts to effect this 
improvement by helping the social worker 
to a greater understanding of the impact 
of his work on clients, members or society 
at large and by stimulating and aiding him 
0, develop more effective ways of dealing 
with those problems of personal and social 
disorganization that are his special concern. 
While social work research can be thought 
of as the application of the scientific method 
to the data of social work experience, I 
have chosen here to describe its interactive 
and interpersonal aspects. For it is my 
eling that in any discussion of research in 
cial agencies or any other mental health 
ld, constant emphasis must be placed on 
€ fact that the application of this method 
MVolves the interaction of a person or group 
of persons with particular skills and a par- 


ticular role with another group of persons 
with other skills and roles. The effects of 
the activity of the research practitioner on 
agency service are not only to be discov- 
ered in the extent to which the formal con- 
clusions which come out of his study are 
put into practice. They are also to be 
found in the responses and reactions of 


mall 
Mr. Kolodny, who is research supervisor in the de- 
partment of neighborhood clubs of the Boston Chil- 
dren's Service Association, presented this paper 
November 27, 1956 at an institute on research and 
agency practice, held in conjunction with the Massa- 
chusetts Conference of Social Work. He wishes to 
express his indebtedness to the following staff and 
committee personnel of the department, whose work 
his paper describes: Dr. Kenneth Wollan, director; 
Miss Marjory Warren, director of group work; Dr. 
Samuel Waldfogel, research consultant; Dr. Eveoleen 
Rexford, Prof. Elizabeth Rice and Prof. Saul Bern- 
stein, research committee members; Virginia Burns, 
Corinne Carr, Sheldon Abrams and James Garland, 
group workers. 
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social workers toward research itself and 
toward their own practice which are re- 
lated to the manner in which the research 
practitioner carries out his research pro- 
cedures day by day. 

During the last four years the staff of 
the department of neighborhood clubs of 
the Boston Children’s Service Association 
has been involved in planning, hoping for 
and inaugurating a research program. In 
the course of these events, we have gradu- 
ally come to realize that the significance of 
a research program to a service agency lies 
not only in its findings but in the social 
processes set in motion by its initiation, ad- 
ministration and implementation. I would 
like to share with you some of the high- 
lights of the experience that led us to this 
conclusion. 

The department of neighborhood clubs 
is a rather unique operational unit. It is 
among the oldest of group work resources, 
having been established some seventy years 
ago, Yet in its present form, with its 
pioneering efforts in group work with emo- 
tionally or physically handicapped chil- 
dren, it represents the most modern of serv- 
ices. The department is a specialized group 
work unit functioning as part of a large 
multi-functional child welfare agency, the 
Boston Children’s Service Association. The 
department operates on a referral basis. 
Physically handicapped or emotionally dis- 
turbed children who are suffering social 
isolation in their own neighborhoods are 
referred to the department by casework 
agencies, hospitals, clinics, schools or par- 

ents, They may be referred singly or in 
groups. The department usually forms 
clubs around these children in their own 
neighborhoods, feeling that whenever pos- 
sible the problems such children face in 
their group associations should be worked 
through in the social settings in which they 
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arise. The full-time staff of the department 
includes a director, 4 group workers and a 
research worker. Each of the group 
workers leads 4 or 5 groups. Other groups 
are led by group work students placed for 
training with the department or by gradu- 
ate students in related fields (such as + 
clinical psychology and education) who 
are hired by the department on a part- — 
time basis. In addition to group leader- 
ship, full-time staff members and group 
work students carry on a substantial amount 
of individual work with group members 
and their families, 

Clubs conducted by the department are 
of several general types. ‘These are: 


\ 


@ Clubs formed around one physically 
handicapped or emotionally disturbed child 
who is referred to the department by a F 
casework agency, clinic or hospital. Each © 
of these groups is composed of one re- 
ferred child plus a number of other chil- JA 
dren from his own neighborhood. These | 
other children are presumably youngsters | 
whom the referred child ordinarily would 
associate with, were he less handicapped oi 
disturbed. The majority of the groups (— 
conducted by the department are of this | 
type. l F 


© School groups. At the request of several | 
school guidance departments, the depatt: 
ment has established groups in various À 


suburban communities. Eath of these 
groups is composed of children from a 
number of different schools in the com- 
munity, all of whom have experienced 
marked difficulty in their social relation 
ships. i ir’ 


Tän- 
© Clubs of pre-delinquents. Each K 
these clubs is composed of the members ot © 
a “natural” group which has engaged ind 
anti-social activities and which, as a group, 


oat, 
i 


been referred to the department for 
by group work or other agencies. 


stitutional groups. Groups of this 
“are composed of children who are 
ident in special homes and schools where 
[they have been placed for one of a variety 
of reasons: family disorganization, delin- 
quent and pre-delinquent behavior, emo- 
M tional disturbances and severe physical 

| handicaps. In each instance the worker 
| from the department comes to the institu- 
‘tion weekly to lead the group. 


Approximately 30 to 40 clubs are worked 
With each year by the department. The 
‘Tange covered is 7 to 16 and the chil- 
teferred are of both sexes. In 1955, 
example, 312 children were members 
lepartment clubs. Of these, 130 were 


Elves been directly referred by an 
acy for service, either individually or as 
rs of a referred group). The other 
were children who joined clubs in 
Own neighborhoods which were 
d around children referred individu- 
The approach employed 
D leaders in their work with these groups 
based on the theory that the disturbed 
handicapped child referred to the de- 
riment for service can modify his be- 
fvior and improve his adjustment to his 
s through being exposed to activities 
relationships in which he can test 
t nd achieve with the active support 
a ned leader. Through this process, 
3 ielieved, the child becomes aware of 
Own strengths and capacities. Depart- 
i t leaders focus on helping the referred 
A ld to develop an awareness of his own 
ag ths and capacities for social relation- 
i ith his peers. 
€ department’s practice, as is obvious 
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from even the foregoing brief description, l 
offers a rich and complex field for research. 


A substantial paper might be devoted — 


simply to the methodological problems in- 
volved in its exploration. While I shall 
try to present an overview of the contents 
of our present research program, however, 
my primary concern will not be with 
methods pe se. Instead, I shall concen- 
trate on the history and background of this 
program in an attempt to indicate the influ- 
ence which the process of developing such a 


program has had upon the department and 


its service. 

It might be well to reverse our chronology 
a bit at this point in order to highlight this 
matter of process. Let me therefore first 
describe the scope of our present research 
efforts and then go back to the time when 
the subject of research in the department 
was first broached. My primary concern 
will be to describe how this idea of research 
grew, what steps were taken to implement 
it and how thinking in research terms af- 
fected the practice of the workers involved. 

At this stage our research is exploratory 
in nature and our basic research method is 
clinical. Through the analysis of record 
material by the research worker and the 
sharing of direct experiences by group 
workers in regular staff research confer- 
ences we are attempting to clarify for our- 
selves the dynamics of the processes which 
we employ and set in motion in our work. 
Our objectives are: (a) to increase our 
awareness of what we are doing and (b) 
to provide the rapidly growing number of 
our colleagues who are interested in group 
work with handicapped and disturbed chil- 
dren with concrete observations on the 
kinds of problems likely to be encountered 
in this type of work and on some of the 
methods available to the practitioner in 
dealing with them. ; 
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Because of the complexity of the proc 
esses involved and the wide variety of situ- 
ations in which workers function, it has 
not been possible to use experimental tech- 
niques in our study. We have made little 
use of quantification. We have not at- 
tempted a systematic analysis of our total 
practice. What we have done is to take a 
number of problem areas or problem issues 
in our work, examine some of their crucial 
features and organize our experiences in 
relation to them in such a way as to make 
more explicit our procedures and the theo- 
retical assumptions that lie behind, these 
procedures. Our research program this 
year therefore has consisted of the follow- 
ing parts: 


RESEARCH AT THE 
DEPARTMENT’S SUMMER CAMP 


The department conducts its own summer 
camp, Bonnie Bairns, some 20 miles south 
of Boston in Cohasset. Each department 
club comes to our camp for an 11-day 
period. The members of 5 or 6 different 
clubs attend camp at the same time. Camp- 
ing is an important part of the department's 
total operation. In the summer of 1955 
we decided to analyze the behavior of a 
segment of our camp population in order 
to indicate the possible implications of this 
behavior for general camping practices vis- 
a-vis disturbed and handicapped children. 
For this purpose we carried out an observa- 
tional study on a club group of 5 extremely 
disturbed adolescent girls who also suffer 
from physical handicaps of various types. 
Using the entire counselor staff as observers, 
we made careful day-by-day notes on the 
manner in which these girls, as individuals 
and as a group, responded to other campers 
and to the attempts of staff to integrate 
them with the rest of the camp population. 
We collected the observations made by the 
camp staff and then analyzed them, setting 
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out the problems and methods that came 
to light and interpreting their possible 
bearing on general camping practices with 
“deviant” children. 

Collection of the data was carried out 
in the summer. Its analysis occupied the 
major portion of the research worker’s 
time during the fall months. This camp 
research was reported in abbreviated form 
in an article that we wrote entitled “Special- 
ized Camping for a Group of Disturbed 
Adolescent Girls,” which appeared in Social 
Work in April 1956. 


RESEARCH ON ORGANIZATIONAL 
PROBLEMS IN DEPARTMENT 
GROUPS 


For purposes of study we have differen- 
tiated 8 major aspects of the department's 
process of treatment. Modifications in the © 
procedures employed by workers in relation 
to these various aspects occur in each case 
depending upon whether an individual or 
a group was referred for service and on the 
type of club that is formed. These aspects 
of treatment are not separate or strictly 
sequential and the worker usually carries i 
out the procedures involved in two or more 
of them, concurrently. They include: t 


= 
1. The referral. a. 
2. Developing an initial working relation- | 
ship with the referred child (or children) 
and his (or their) parents. 
3. Forming the club group. 
4. Structuring and guiding group comp 
sition, activities and relationships. 
5. Relating the activites of the group to th 
experience of members outside of cl 
meetings. 
6. Individual work with group membe 
and their families. 
7. Continuing cooperation and involve 
ment with agencies active in the case. 
8. Termination. 


I 


g ; 


During 1955-1956 an important part of 
our research program was devoted to an 
analysis of the problems involved in the 
first three steps listed above and to devis- 
ing methods that might be used in dealing 


with them. All full-time group workers, 


the research worker and the research con- 
sultant participated in the discussions deal- 
ing with these problems. The three 
aspects of treatment that we studied en- 
compassed the preliminary organizational 
procedures used by the department. It is 
our feeling that the manner in which these 
procedures are carried out has a funda- 
mental influence on the future course of 
events in every case and that careful han- 
dling by the worker of the problems re- 
lated to organizing and forming a group 
is basic to the later optimal functioning 
of that group. 

The experiences of workers in 7 of our 
Most difficult cases, as described in record 
Material and verbal presentations, were 
used as the basis for this study. In each 
case major problems in work with the 
group had been encountered which could 
be traced back to unresolved difficulties 
during the very early stages of the worker's 
telationship with group members and their 
Parents. The purposes of our analysis of 
these cases were to (1) discover the crucial 
issues involved in our organizational pro- 
cedures, (2) arrive at principles which 
have relevance to the handling of these 
‘sues, primarily those relating to the 
initial resistance of referred children and 
their parents to service, and (3) help staff 


“Real to apply and test these principles 


E“ their actual work with group members 
; and their families. 


_We arrived at a number of broad prin- 
ciples on the basis of our analysis. It would 
be mmappropriate in this discussion to go 
into these principles in any detail. But 
might illustrate the type of principle to 
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which I refer by the following two state- 
ments around parental resistances: 


1. Department workers have contact pri- 
marily with the mothers of physically 
handicapped referred children, although 
substantial contact with fathers occurs in 
some cases. Every mother of a referred 
child is ambivalent to some degree toward 
her child’s entering a group. In some 
instances, however, resistance is particularly 
great. Some of the anxieties that lie be- 
hind this resistance are fear that the child 
will “fail” in the group, fear that the 
group will “contaminate” or be dangerous 
for the child and fear of “losing” the child 
to outsiders. If a mother preceives the 
proposed group for a child as primarily 
dangerous and threatening and there is 
little perception of its potential helpful- 
ness, then we must attempt to discover what 
her anxieties are and to help her to talk 
about them. If we proceed with plans 
to form the group without regard for her 
anxieties, difficulties will arise at a later 
stage of the group’s development. In han- 
dling the anxiety that is initially shown, 
the best techniques for our purpose appear 
to be the simple ones of accepting the 
mother’s presentation of these anxieties, 
listening, respecting her fears rather than 
trying to expose their irrationality and in- 
dicating, through the tone and content of 
our comments, that we are not going to 
“take her child away” from her. 

2. In some cases the mother feels very am- 
bivalent about the club group once it is 
underway. She resents her child’s being 
“taken away” from her by the group, On 
the other hand, she keeps the group away 
by resisting having any group meetings in 
her home. In such situations, close at- 
tention must be paid to the mother’s as 
well as the child’s needs. If a caseworker 
is not seeing thé mother, it is important 
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for one department worker to continue 
working individually with the mother, 
“giving” her something to compensate, in 
part, for the “loss” of her child and han- 
dling some of her hostility, while another 
worker leads the group. 


CRYSTALLIZING OUR THINKING 
ON KEY PROBLEMS 


The work of the department is of interest 
to group workers in a variety of settings. 
In the field of service to the physically 
handicapped, for example, the department 
each year receives communications from 
agencies in different parts of the country, 
asking for particulars on our methods of 
operation. The department is interested 
in developing guide lines for practice that 
can be useful to workers in these and other 
agencies serving children who are socially 
isolated. We aim to do this in part by 
organizing, in such a way that it can be 
more effectively shared with other practi- 
tioners, some of the recorded material we at 
present have. Part of our research effort 
therefore has been devoted to the writing 
of two monographs on our practice. These 
monographs do not purport to provide 
ready answers to critical problems in group 
work with handicapped or disturbed chil- 
dren. They do, however, describe the range 
of problems we have encountered in our 
Practice, some of the different ways in which 
they are manifested, and many of the meth- 
ods our workers have found useful in at- 
tempting to resolve them. This material can 
furnish group workers who in other agencies 
are carrying on types of service which are 
in some way similar to ours with the means 
to prepare themselves for dealing with the 
problems they are likely to encounter. 
The tentative titles of these monographs 
are Therapeutic Group Work and the Physi- 
cally Handicapped Child and Experiences 
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with Therapeutic Group Work in Neigh. 
borhood Settings. The first includes both 
theoretical and illustrative material based 
on our experiences with physically handi- 
capped children. It deals with topics such as 
evaluating the use a child may make of the 
group experience, determining objectives, 
preparing the child and his parents for the 
group experience and the like. The second 
monograph is designed to illustrate con- 
cretely some of the more important aspects 
of a department worker's function, by 
describing work done in five different 
groups. The research worker has primary 
responsibility for work on these documents, 
but three other department workers are 
participating extensively in the writing, 
as well. 


ADDITIONAL RESEARCH 


During the summer of 1956 we again 
studied the same group of girls whose be- 
havior we analyzed at camp in 1955. Our 
methods were similiar to those we used 
last year and our attempt was to discover 
any changes in the ways in which these 
youngsters made use of our camping 
resource. 

During the current year we are continuing 
with our research on the eight steps involved 
in our work. We are presently focusing 
more directly on the workers’ techniques 
of leadership as they affect referred children 
in our groups. We have begun with an 
intensive study, through analysis of record 
material and staff discussions, of the ways 
in which, in groups formed around oné 
referred child, the referred child manifests 
his basic emotional problems, how thé 


other members react to the unacceptable 


features of his behavior, and the forms of 
intervention and the kinds of program 
activities used by the leader to mediate the 
crises which develop. The purpose of this 


Ea 


_ Mception of the research idea down to the 
Present time, 


Was the process in which 
! Origin? 


study will be to clarify and improve the 


methods used by department workers in 


helping referred children to relinquish or 
modify inadequate and inappropriate be- 
havior in social situations. As a project 
related to the foregoing, we are tentatively 
planning an investigation of the phenom- 
enon of support, as it is manifested in our 
groups. The research worker will not have 
primary responsibility for work on this 
problem; instead, a staff member with the 
necessary background and qualifications is 
to be assigned to this project one-half day 
a week, 

The type of research program just de- 
scribed necessitates close and regular con- 
tact between researchers and other staff 
members. The group workers quite 
literally become researchers themselves. 
They are constantly involved with the 
research personnel in describing, classi- 
fying and analyzing their own work. They 
share directly in the first attempts of the 
research personnel to grasp the problems 
of the service to be studied, they share the 
confusion and the doubts of research per- 
sonnel as they attempt to find a way into 
the data, and finally they help in the form- 
ulation of a research plan. 

i Such intensive contact and mutual 
involvement has its disadvantages, and 
indeed its dangers. At the department of 
neighborhood clubs, however, it has been 
our distinct impression that the benefits 
of ‘this type of research operation far out- 
Weigh its negative features. This impression 
is based on our perception of certain positive 
evelopments in the department from the 


What were these developments and what 
they had their 


By the fall of 1951 the department had 
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moved fully into the area of service to 
physically handicapped and emotionally 
disturbed children. Increasingly, cases 
were being referred which presented a 
whole battery of severe problems. Relation- 
ships had been established with agencies of 
many different types and on many different 
levels. Instead of one professional worker 
supervising a number of volunteers there 
were now a supervisor and two full-time 
trained group workers on the staff. In view 
of these developments, the director of the 
agency and the head of the department 
felt that it was extremly important that 
an organized process of self-study ‘be 
instituted in the department. The content 
and methods of this study were not defined, 
but the general idea was that it was to 
help answer the question “Who can best 
be helped by the type of service that the 
department offers?” The two department 
workers proved to be very much interested 
in the idea of research when the subject 
was presented to them, and together with 
the head of the department they drew up 
a series of questions related to the depart- 
ment’s practice which they felt a research 
project might help them to answer. This 
list of questions was used by the agency 
and department directors in interpreting 
the need for research to the agency's board. 
Those board members most closely con- 
cerned with the department were very 
receptive and although funds were not 
available for research at the time the agency 
director was empowered to explore the 
possibilities of securing a research worker 
and research funds. When I, as a group 
worker, applied for a position with the 
department in 1952 funds had not yet been 
obtained. Note was taken of my graduate 
work in sociology prior to social work 
training, however, and an arrangement was 
made whereby I would come on the staff 
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as a group worker, would become well 
acquainted with the service of the depart- 
ment, and upon the securing of funds for 
research would move into the position of 
research worker. 

The department proceeded on the assump- 
tion that money for research would even- 
tually be forthcoming. We therefore began, 
even at this early date, to set up an admin- 
istrative structure for the project and to 
move into discussions on research meth- 
odology. A small but regular period of time 
was allotted by the staff for weekly research 
meetings. A research committee was formed. 
Two members of this committee—a psy- 
chiatrist and a group work educator—were 
already part of the committee which over- 
sees the work of the department and they 
were eager to join the research committee. 
Two other members were secured from the 
fields of clinical psychology and medical 
social work. This committee provided us 
with experts in four fields intimately 
related to the department’s work, all of 
whom had previously been involved in 
research projects, some of them quite 
extensively. 

From the beginning, planning went 
ahead on both the committee and staff 
levels, Each of these two groups were 
regularly apprised of the thinking of the 
other, All through this period our lack 
of money for full-time research was, of 
course, a matter of concern to us. Yet it 
had its positive aspects, for we were com- 
pelled to organize some of our thinking 
and our material in order to have some- 
thing tangible with which to approach 
foundations for funds. As a result, staff 
members, working closely together, devel- 
oped a formal request for funds. This 
included a description of the department’s 
history and function, summaries of work 
done with specific children, and a statement 
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on the potential values of research in this 
setting. 

The process of gathering this material 
had implications for the department's prac. 
tice which workers were quick to see, for 
it reemphasized the necessity of the depart 
ment’s constantly maintaining accurate\and 
usable accounts of its operation. This 
process had other ramifications as well. An 
important part of the request for funds, 
for example, consisted of a list of general 
approaches to common problems which was 
compiled by staff. Among the 9 situations 
considered were (1) working with the 
parents of the referred child, (2) forming 
the group, (3) handling aggressive behav- 
ior on the part of the referred child, and 
(4) helping other members to accept the 
referred child's handicap. After describing 
these situations the staff then together 
spelled out the approaches they agreed upon 
as being commonly used and most likely 
to be successful in these situations. 

I was struck by the effect which the pro 
cedure of compiling and working on this 
list appeared to have on the thinking of 
staff members and, at the time, I wrote the 
following: “One should not be disarmed 
by the apparent simplicity of this list and 
therefore neglect its implications. The proc 
ess of cataloguing, classifying and system 
atizing lies at the heart of research. Beyond 
this, when fed back into the day-to-day 
work of the department, it has a great deal 
of practical meaning. Such a classification 
of techniques enables the group leader © 
draw with greater facility upon the exp 
ience of other group leaders. For the m 
worker especially, but also for the old, i 
provides, when completed, a body of know 
edge to which he can refer for concrelé 
help. In this process of organizing thee 
experience, workers assume, at once, © 
roles of ‘learners from’ and ‘teachers Y 
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each other. The experience becomes, 
thereby, both a supplement to and an 
extension of the normal process of super- 
vision.” 1 

The complexity of the research problem 
warranted the retaining of a research con- 
sultant on a part-time basis. The agency 
director strongly supported this idea and 
was able to make a successful interpreta- 
tion of the need of its implementation to 
the board of directors. Dr. Samuel Wald- 
fogel, director of research at Judge Baker 
Guidance Center, who was one of the 
committee members, was asked to take this 
position of research consultant and 
accepted, 

The research consultant and research 
worker then began an examination of the 
department’s operation in order to discover 
those areas of its work which staff felt were 
Most important and to develop that re- 
search approach, either clinical or experi- 
mental or a combination of the two, to 
which departmental data and practice 
seemed best to lend themselves. It is impor- 
tant to note that the two persons primarily 
concerned with the research were not then 
carrying on their activities independent of 
the rest of staff. On the contrary, their 
Work involved the cooperation and active 
Participation of staff workers at every turn. 
As part of their exploratory work, for 
example, the research consultant and re- 
search worker were interested in how the 
ponp workers defined “success” and the 
kinds of criteria workers used in evaluating 
Outcomes in their work. Workers were 
first asked to select that group in which 
: e they had been most successful in 

of the improvement shown by the 
a child and that in which they had 
eg Successful. _ They then were 
ates, a to describe in narrative form 
easons for considering the results 
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of their work as good or poor. The findings 
of the research personnel in this connection 
are important, but what concerns us here 
is the effect of this research procedure on 
the thinking of staff members. By looking 
back on their own work, staff members were 
enabled to make their goals more concrete 
and to set them down in more specific 
fashion. In their own minds, for example, 
they could no longer accept a goal such 
as “socialization” without delineating for 
themselves in a more clear-cut way the 
behavior manifestations and changes which 
indicate to them that a child may be becom- 
ing “socialized.” 

The importance of recording was also 
given further impetus by the research proc- 
ess. The activity of the research personnel 
included the examination of records on 
specific individuals and groups. Confer- 
ences were held in which workers described 
in some detail the problems met and 
approaches used to overcome them in the 
groups being considered. This process 
involved the expansion and supplemen- 
tation of record material. Through it, 
workers were helped to discover areas in 
which their recording might be changed. 
Most important of all, perhaps, this proc- 
ess highlighted for workers the fact that 
their records were being systematically and 
concretely used. Nothing is more condu- 
cive to a worker’s morale in this matter 
of recording than the realization that his 
records are really useful. 

Let me say, parenthetically, that we have 
not overcome worker's problems in record- 
ing through our research efforts. In some 
respects, workers have been inhibited in 
their recording output because they are 


1Ralph L. Kolodny, “The Research Process—An 
Aid in Daily Practice,” The Group, 16(October 
1958), 18. 
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anxious to write records of high quality. 
The realities of limited time and a heavy 
work load also cannot be easily eliminated. 
But the feeling of workers that their record- 
ing is central to their practice has certainly 
been heightened by the introduction of a 
research program. 

The intellectual climate of a department 
or agency is a difficult thing to assess. It 
was the feeling of staff members generally, 
however, that during this first year of “re- 
search thinking” changes took place in 
this climate. The constant process of 
questioning had a subtle but definable 
effect on the outlook of staff members. 
Through their inyolvement in the research 
Process, workers were helped to move from 
a point where, confronted by a particular 
development in the group process, they 
thought “Isn’t this interesting? I wonder 
what it means” to one where they asked 
themselves “How important is this develop- 
ment? Have other workers seen this in 
their groups? When is it likely to occur? 
Are there any changes in practice which 
should be made to deal with it? How can 
it be studied?” Research thinking gave 
rise to more purposeful staff discussions, 
to wider professional study and reading, 
and in general to more thoughtful practice. 

‘Throughout this period it was necessary 
to compile a number of facts, statistical 
and other, about numerous areas of the 
department’s operation. Material previ- 
ously deposited under widely scattered 
headings, and sometimes not even written, 
was assembled into some kind of coherent 
whole. In interpreting the work of the 
department to committees, board and other 
agencies, workers were thus provided with 
an organized fund of information to which 
they had easy access. The research process 
thus helped to provide a more solid foun- 
dation for the interpretation of group 
work practice. 
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During the two years which followed this 
initial period of research thinking, arrange. 
ments were made for me, as research worker, 
to devote a greater amount of time to Te 
search planning and to carry less than the 
usual group load as a worker. Two group 
workers were also added to staff. Funds 
for research were still not forthcoming, but 
because of the director's feeling that the 
prospects of securing money for full-time 
research were still good and because of the 
conviction of everyone on the staff that 
the process of research planning was having 
a direct and positive influence on practice, 
the board and department committee were 
amenable to an increase in research time. 

The research consultant and worker at 
this time turned their attention to develop- 
ing a full-blown research prospectus which 
could be submitted to various foundations. 
Meanwhile, the research committee, with 
the agency director taking primary respon: 
sibility, sought channels for financial sup: 
port. During the first year of planning 
our thoughts had been inclined to aa 
evaluation of our work in each group in 
terms of the “movement” of the referred 
child in the group, using some sort of 
scaling device for this purpose. We have 
never given up this idea completely. The 
difficulties of constructing a valid and 
useful measuring device, however, and out 
questioning as to how much such a measul 
ing project would really tell us about out 
practice, led us to a different resear 
approach. We began to think of research 
in terms of a clinical study of our treatment 
process, with a concentration on what E 
do, why we do it and what its appare" 
effects are on the behavior of the children i 
with whom we do it. We came to pe 
Elizabeth Herzog’s feeling that “. -+ = 
‘how well’ kind of research needs totam 
done, but , . . it contributes more to adm 
istrative considerations than to therapi 


and practice... . Research geared to the 
question ‘what are we doing?’ will in the 
long run contribute more to all.” 2 

The research worker and consultant 
worked with the group workers in isolating 
the major steps in the helping process they 
employ with their groups. Together they 
set down the numerous procedures involved 
in each of these steps and raised what they 
felt were the crucial questions about each 
of these procedures. This was the staff's 
project, not the director’s or department 
head's or research worker's alone. The staff 
verbalized their feeling that in the very 
process of setting out their practice in an 
organized way they became more aware 
of its problems and its implications. 
Regular once-a-week research discussions 
were instituted. As these, in line with our 
Tesearch approach, were concerned not 
simply with the results of practice but with 
techniques, methods and theories, the re- 
search consultant was able to provide 
extremely valuable suggestions, from a 
Psychodynamic standpoint, as to the mean- 
ing of the behavior observed by workers in 
their groups. 

To be sure, there are tensions in the 
carrying out of this kind of research 
approach. The process of articulating and 
examining one’s own practice that is 
involved and the growing self-awareness 
that 1s an accompaniment are not without 
their painful aspects. Three factors, how- 
ever, tended to dissipate the major ten- 
sions in this case. 
constant experience of mutual help and 
regard which the research meetings pro- 
vided for workers. The second was the 
Bee of the department head, who took 
Bee. tole in laying open the depart- 
‘eee Practice for examination. The 
si ise be found in the activity of the 

cy director, who gave constant recog- 


niti a i 
Hon to all of those involved in the re- 
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search effort and who worked so hard in 
seeking out sources of financial support. 

In the spring of 1955 our efforts finally 
resulted in the securing of a grant for 
research. I moved into a full-time research 
position and we set about to plan the 
research program I discussed in the early 
part of this paper. We also organized our 
ideas for presentation to the research 
committee. Shortly thereafter we formally 
embarked on our study. During the year 
that has gone by since the formal beginning 
of the project, the staff has continued the 
same pattern of involvement in research 
planning that was described above. Our 
practice of holding weekly staff research 
meetings has continued and research has ; 
become not an adjunct to the department’s 
service but, rather, an essential part of it. 
The research process itself has continued 
to be a source of stimulation to those doing 
the actual group work. Time does not 
permit a detailed exposition of this point, 
but a brief reference to our experience in 
carrying out research at camp may illustrate 
its meaning. 

The task of “doing research” in any camp 
situation is an arduous one. In a camp 
such as ours it becomes even more difficult. 
Confronted, frequently, with provocative, 
disturbed and even bizarre behavior on the 
part of many campers, counselors may soon 
find themselves with little enough energy 
to cope with problems in working with 
campers, let alone with enough energy to 
organize, record and report their observa- 
tions. Although our counselors were 


2Elizabeth Herzog, “Put First Questions First in 
Evaluative Research,” Casework Papers from the 
National Conference of Social Work. New York, 
Family Service Association of America, 1954, 150. 

8 The department’s research program is now sup- 
ported jointly by the Charles H. Hood Dairy 
Foundation and the Warren Benevolent Fund, Inc. 
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genuinely interested in the research idea, 
it would not be accurate to state that they 
were happy about the amount of work 
involved and the filling up of already top- 
heavy schedules with daily research meet- 
ings. Despite their natural resistances, 
however, this past summer, for example, 
these counselors turned out a substantial 
amount of thoughtful material and, by and 
large, made copious notes on their obser- 
vations. Several later stated that involve- 
ment in research made them more sensitive 
to individuals. Many of them voluntarily 
used the same system for making and taking 
down observations on groups which came 
to camp after the research project had been 
completed. A number of counselors, later 
in the season, even asked if they might write 
up particular incidents at camp to illustrate 
certain principles and techniques. They 
carried through on this idea and several of 
the anecdotes they submitted are being 
used in this year’s report on camping to the 
department committee, 

What we might say, apropos of this 
development, is that participation in a 
research project can heighten the feeling 
of the worker that someone considers his 
impressions and experiences to be of great 
value. This stimulates him to set down 
his observations more frequently, more 
systematically and more thoughtfully. 

Three years ago I listed the following as 
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4Kolodny, op. cit., 24. 
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the contributions which the research process 
itself made to practice, as seen in the experi- 
ence of our department. I still consider 
these to be the basic contributions of re- 
search in this connection. Let me then 
restate them here. The research process: 


1. Makes for clearer thinking and greater 
accuracy about the goals of practice. 

2. Leads to a better understanding by 
workers of the place of their work among 
the many environmental forces influencing 
behavior. 

3. Stimulates increased idea-sharing among 
staff members. 

4, Provides workers with more practical 
knowledge of how to deal with problem 
situations, 

5. Supplements and extends supervision 
by placing workers in the position of both 
“learners from” and “teachers to” each 
other. 

6. Heightens staff interest in and morale 
around recording. 

7. Introduces a climate of reflectiveness, 
leading to more purposeful staff discussions 
and to wider professional study and reading. 
8. Provides a coherent body of facts from 
which fuller and clearer interpretation of 
practice can be made by workers. 


I might add one final item to this list, 
Research helps in attracting and holding 
competent staff, f 
All of these elements mean better practice 
and more effective help to those we serv 
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THE MENNINGER STORY 


By Walker Winslow 
New York, Doubleday and Company, 1956. 


This is the saga of a remarkable Kansas 
physician who sired and inspired two 
famous psychiatrists—Drs. Karl and Wil- 
liam C. Menninger—and, with them, 
founded the clinic that turned a small city 
on the midwestern plains into the Ameri- 
can mecca of that most cosmopolitan of 
medical arts, psychoanalysis. Today mental 
health students and experts from all over 
the world beat a path to Topeka, where, 
in 1890, 28-year-old Charles Frederick Men- 
ninger hung up his shingle as a general 
practitioner so straitened financially that he 
could barely afford to buy a bicycle, much 
less the traditional horse and buggy. 

Nine years ago Walker Winslow, using 
the pseudonym, “Harold Maine,” authored 
an excellent account of his experiences in 
mental hospitals, first as an alcoholic pa- 
tient, then as an attendant. In his new 
book he goes beyond the biography of an 
individual to present a portrait of a family 
of sharply diverse personalities whose 
qualities somehow meshed to make possible 
One of the most impressive medical success 
Stories of our time. Winslow executes it 
sympathetically and honestly. 

Dr. Menninger was the epitome of the 
800d physician with the little black bag— 
gentle, kindly, self-assured, deliberate in 
action, dignified yet warm. He was ever 
eager for new scientific knowledge that 
could help him help his patients. At a 
time when some of the drugs in the av- 
Stage doctor’s arsenal killed or crippled as 
often as they cured, Dr. C. F. brought into 
the sickroom one of the most potent thera- 
pane Weapons—hope. He studied medical 

erature endlessly, attended scientific 


meetings and visited great medical centers 
at every opportunity, in order to improve 
his art. 

A dominating influence in Dr. C. F.'s 
career was his wife, Flo, a student whom 
he married at 23 when he was professor of 
natural sciences at a small Kansas college. 
Flo Menninger was a woman of tremen- 
dous drive—industrious, ambitious for her 
husband, strait-laced (she never permitted 
drinking, smoking, dancing or card-playing 
in her home), intensively absorbed in Bible- 
reading, with a compulsive passion for 
teaching (she'd rather teach than eat). She 
had two pet aversions—idleness and ex- 
travagance. She was frugal to the point of 
penury (except in relieving personal dis- 
tress, when her heart and purse opened 
wide). Her niggardliness stemmed from a 
hard, fun-starved, misery-ridden childhood. 
But Flo was a devoted wife, adored by her 
husband, and a loving mother to her three 
sons—Karl, Edwin and William Claire. 
She inculcated in all a spirit of intense ef- 
fort, of dedication to whatever task or trust 
they undertook. 

Dr. C. F. became a leading Topeka 
doctor, but never ceased his efforts to make 
himself a better one. He was shocked by 
some excrescences of competitive private 
practice. He saw, in his day, individual 
doctors hoard knowledge of new healing 
discoveries and devices as “trade secrets” 
that, if shared, might save the lives of many 
children and adults. He saw his own ef- 
forts to share medical information thwarted 
by indifference, suspicion and greed. In 
1908 he visited the Mayo Clinic in 
Rochester, Minn., the classic example of 
group medical practice, where doctors work 
as teams, pooling their skills, know-how 
and equipment. At the breakfast table 
upon his return to Topeka, he expressed 
the solemn hope that his three sons would 
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become physicians and help him build a 
group practice clinic. When Karl and Will 
returned from Harvard and Cornell with 
medical degrees, the dream became a 
reality. (Edwin, the middle son, got side- 
tracked from medicine through a labora- 
tory accident and became a newspaper pub- 
lisher in Florida.) Dr. Karl infected his 
father and younger brother with his own 
enthusiasm for psychiatry. Dr. C.F., a 
prominent physician in his own right, 
eagerly and humbly sat at his son’s feet to 
learn about the burgeoning specialty. The 
Menninger Clinic developed into what is 
today one of the world’s largest psychiatric 
training centers, outstanding also in psy- 
chiatric treatment and research. 

It was typical of Dr. C.F, that, as he lay 
on his deathbed in 1953 at the age of 91, 
he carefully described his subjective symp- 
toms as a contribution to medical knowl- 
edge and, with his dying breath, praised 
the attending physician for his fine work. 

The Menninger Story lacks the fine writ- 
ing which featured Winslow’s earlier book, 
If A Man Be Mad. It is occasionally 
stilted and repetitive. The author doesn’t 
always avoid the temptation to indulge in 
amateur psychoanalysis of the psycho- 
analysts, On occasion he narrates personal 
details that may embarrass living char- 
acters without adding to his story. But on 
the whole The Menninger Story unfolds 
itself as an engrossing tale of an extraordi- 
nary American family—Atsert DEUTSCH, 
Washington, D. C. 


SOCIAL WORK 
YEAR BOOK 1957 


Russell H. Kurtz, ed, 
New York, National Association of Social Workers, 
1957. 752 pp. 


This 13th edition of the Social Work Year 
Book is the first to be published by the 
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National Association of Social Workers, 
(The previous editions were published un. 
der the auspices of the American Associa- 
tion of Social Workers, one of the organ- 
izations comprising the new NASW.) It 
follows the pattern of the earlier editions 
and as is usual with professional yearbooks 
can be read independently of the others, 
Special emphasis has been placed on bring- 
ing the material up to date since the pub- 
lication of the last Social Work Year Book 
in 1954. 

The categories in this edition are in 
three main divisions. Part one contains 
three articles dealing with the historical 
background and present context of social 
work in the United States. The first of 
these considers the development of social 
welfare programs, the second discusses the 
economic context of social work and the 
third discusses its cultural context. In the 
opinion of the reviewer, the addition of 
these three articles is the most significant 
new contribution in the entire volume. 

In the article on the development of 
social welfare programs, H. L. Lurie has 
presented a well-written and well-docu 
mented account of social welfare develop- 
ment in the United States from the colonial 
period through the post World War Il 
era, In writing about the economic context 
of social work in this country Ewan Clagué 
has summarized the economic factors which 


influence the current welfare picture. The 


third article, written by Herbert Stroup, 
presents a frame of reference for social 
work within the cultural pattern of present: 
day society. Mr. Stroup’s closing pal 
graph might be considered an overall sumi 
mary of this historical approach to social 
work in the United States. He state 
“Thus, social work finds itself today in the k 
midst of a rapidly changing society. ki i 
which it is called upon constantly to adjust 
its ideas and services, Social work in thé 


has shown ability to change with the 
requirements. The challenges it 
today may well enable it to respond 
h conceptual structures and social pro- 
s which will help the general citizenry 
"extend even further the full meaning 
democracy in American life.” Social 
ikers should find this a succinct state- 
nt of the problems as well as the goals 
social work and social welfare, namely, 
lat there are indeed constant changes to 
s faced and adjusted to, as well as chal- 
5 to be met, in furthering the demo- 
tic principles on which social welfare 
§ to be based. 
art two of the 1957 Social Work Year 
contains 68 topical articles by vari- 
authorities. The first is a considera- 
of the administration of social agencies 
Succeeeding articles comprehensively 
few areas of current social work thought 
ractice. The various topics are alpha- 
ally arranged and contain many cross- 
ences, which add to their value in a 
rce volume, 
n contrast to the Social Work Year Book 
1954, which contained 72 topical articles, 
He Current issue has not necessarily elim- 
inated any vital material. For instance, 
Instead of five separate articles on the phys- 
u cally handicapped—the blind, the deaf, the 
ptic, etc.—this issue discusses services 
lose so disabled in one general article. 
fad of a separate topical article on 
ants, transients and travelers, the 1957 
“atbook discusses services to these groups 
M der special types of social work. Although 
Of the individual headings have been 
Hered or even eliminated, such as those 
Tabor and social welfare or labor stand- 
the 1957 volume, if anything, has 
ened its scope and become more in- 
of the overall national social welfare 
Five new topical articles have been 
The new article on supervision in 


hr 
‘| 
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social work is a welcome addition since 
the concept of supervision as developed by 
the profession of social work might well be. 
considered a unique contribution of th 
profession. Also, the concept of supe 
sion is basic to both social work education 

and social work practice. ist 

Although the Social Work Year Book 
primarily covers social welfare and social 
work programs within the United States, 
there also are two articles dealing with 
Canadian social welfare and international — 
social welfare. Almost all of the articles 
contain cross-references and each is fol- 
lowed by a bibliography relating to the 
material contained in the discussion. 

In general, the topical articles describe 
activities and programs in the broad social 
welfare and social work fields rather than 
in relation to individual social agencies. 
It is commendable that the authors do not 
present individual points of view or per- 
sonal opinions but rather objectively pre- 
sent historical and current facts and infor- 
mation regarding their subjects. One 
might wish to give individual credit to 
each of the authors of the 68 topical articles 
but this obviously is impossible. Suffice it 
to say that the articles on the whole are 
well prepared, the writing often scholarly 
and the entire book thoughtfully compiled 
and edited. 

Part three, a directory of agencies, is in 
four sections covering international agen- 
cies, national governmental agencies, na- 
tional voluntary agencies, and Canadian 
agencies. This directory also adds con- 
siderably to the book’s usefulness as a 
reference tool. H 

It perhaps is understandable that vol- 
umes of this size cannot help but omit 
some specialized areas of practice or philos- 
ophy. For instance, the reviewer noted 
with regret that in the discussion of mental 
illness and mental health and in the article 
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on psychiatric social work the authors em- 
phasized mental illness and the mentally 
ill patient and gave only a nodding rec- 
ognition to the 100 child guidance clinics 
emphasizing prevention, the development 
of which contributed so much to the whole 
field of mental health. Likewise, the 
American Association of Psychiatric Clinics 
for Children, the national organization and 
standard-setting body for these clinics, is 
not referred to in the body of these articles. 
It is, however, listed in the directory of 
agencies. Other such omissions may be ap- 
parent to readers identified with a par- 
ticular field of practice, yet on the whole 
the 1957 Social Work Year Book achieves 
the purpose for which it is intended, 
namely, that of a reference and resource 
book. 

As is true for the earlier editions, this 
volume should prove of value not only to 
social workers but also to other individuals, 
both lay and professional, such as teachers, 
board members, legislators, etc. To the 
non-professional reader, the volume should 
give a well-rounded general impression of 
the history, problems and programs of so- 
cial welfare and social work, and the pro- 
fessional social worker would do well to 
make it a part of his professional library — 
Marjorie R. LANDIS, Lehigh Valley Guid- 
ance Clinic, Allentown, Pa. 


TEACHING THE BRIGHT 
AND GIFTED 


By Norma E. Cutts 
and Nicholas Moseley 
New York, Prentice-Hall, 1957. 268 pp. 


This book is in line with the modern trend 
of making teachers of every subject the 
key persons in the education of gifted stu- 
dents. It is directed to teachers, recognizes 
their points of view, deals with their prob- 


136 


lems and describes procedures they can use 
in the classroom. The focus on the teacher 
never wavers; it is maintained persistently 
and consistently throughout the book. | 

This book fits into the present pattern of 
publications on the gifted. From books 
and articles on the waste of human re- 
sources, from research on the nature of the 
gifted, from the many descriptions of pro: 
grams and procedures and from contro: 
versies about acceleration and homogene: 
ous grouping, the authors have extracted 
whatever is pertinent for the teacher and 
have added much original material. They 
have written extremely simply to present 
no unnecessary reading difficulties. 

The table of contents defines the scope 
of the book—from identification of the 
gifted to their educational and vocational 
guidance. The gifted must first be identi- 
fied. After they are identified, the role of 
the teacher is to provide the educational 
experiences they need in heterogeneous or 
special classes by enriching the curriculum 
and going beyond the school to the utiliza- 
tion of community resources. Enrichment, | 
however, does not mean neglecting the fun- 
damentals. In many cases, attention must 
be given to the under-achievers among the 
gifted and to mental health and character 
development. Educational and vocational 
guidance are especially important for the 
gifted because they have such a wide choice 
of educational and vocational opportunities | 
open to them. Parents, too, enter the pit 
ture at all stages of the gifted individual’ 
development. d 

All these aspects of the education a" 
guidance of the gifted are treated in sepa 
rate chapters—25 in all. In addition, 4 
list of the publications to which specifi 
reference is made in the text—a clas / 
carefully selected, recent bibliography“ 
given at the end of the book. Some atttat 
tive photographs aid the reader in visuali 
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ing gifted children of different ages engaged 
in different kinds of appropriate activities. 

Obviously so many topics cannot be 
treated intensively or illustrated with cases 
or situations subtly analyzed with reference 
to all their psychological ramifications. 
The treatment tends to be specific and pre- 
scriptive, as in the following paragraph: 
“When the parents are divorced or when 
parental relations are strained the child 
feels very insecure. You can help him by 
taking time to give him some individual 
attention. Do everything you can to make 
him feel he is somebody in his own right, 
that he can win your respect and liking. 
Give him things to do for you, and express 
your thanks. If he talks to you about con- 
ditions at home, reassure him as to his own 
future. If he thinks a divorce is pending, 
explain that he will surely be taken care of. 
Get him to discuss his own vocational 
plans, and show him how he can still carry 
them out” (p. 158). 

Teaching the Bright and Gifted is emi- 
nently a practical, not a theoretical, book. 
The reaction of a teacher who reads it is 
likely to be: “This is something I can do” 
Tather than “This is something new or baf- 
fling to me.” It makes teaching the gifted 
in any classroom seem plausible and possi- 
ble—Ruru STRANG, Teachers College, Co- 
lumbia University. 


ON THE EARLY DEVELOPMENT 
OF MIND; SELECTED PAPERS 
ON PSYCHOANALYSIS 


By Edward Glover 


New York, International Universities Press, 1956. 
183 pp. 


ep of 169 papers on psychoanalysis writ- 
en by the author during the years from 


ng to 1955 he has chosen 28 which he 
Snsiders as having a direct bearing on the 


Book Reviews 


early development of the human mind. 
These writings, somewhat revised and con- 
densed, he uses as chapters for this book, 
prefacing each with a short summary of the 
ideas and aims of his discussion. 

Dr. Glover follows closely the theory of 
Freud that the basic organization of the 
mind takes place in the first five years of 
life as the child gradually becomes adjusted 
to inner needs for instinctual satisfaction 
and to the environment of persons (usually 
his parents) who in the main gratify or 
else frustrate his demands. In systematic 
and scholarly fashion Dr. Glover discusses 
the primitive psychological mechanisms 
used by the child in dealing with frustra- 
tion and anxiety, and how these devices 
may become overcharged because of trau- 
matic experience and congenital anomalies. 
In this way fixations occur at various crit- 
ical phases of development and the early 
mental organization becomes distorted. He 
then goes on to emphasize that these fixa- 
tion areas become overloaded with fantasy 
activity and thus predispose the individual 
to symptom formation under conditions of 
stress. His chief aim is to correlate etio- 
logically the specific mechanisms found 
most consistently in the mental content of 
certain neuroses and psychoses with those 
defense devices characteristic of consecutive 
levels of psychic development where fixa- 
tions have occurred. He considers that the 
repetitive overuse of these early mechan- 
isms in early childhood establishes the area 
to which regression takes place in mental 
illness. 

The author attaches the greatest im- 
portance to the development of the ego 
in early life and to the danger of its be- 
coming weakened in relation to instinctual 
fixations, hence lagging in its growth into 
a strong and mature force for the orienta- 
tion and protection of the individual. He 
has contributed an original theory of ego 
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development, namely, that from birth 
through most of the second year the ego 
is present as a composite of nuclei which 
are related to the various bodily devices 
for self-preservation, such as eating, grasp- 
ing, body propulsion, elimination, and to 
perception. These nuclei or “islets” sep- 
arate at first, begin to become channelized 
and integrated at. the end of the second 
year, until which time this structure is 
extremely vulnerable. This theory is elab- 
orated in Chapter VIII, Grades of Ego 
Differentiation. In Chapter XX, The Con- 
cept of Dissociation, Dr. Glover explains at 
some length how this theory helps to clarify 
the notion of ego-splitting in the psychoses. 
To this reviewer this is one of the most 
important chapters but is difficult because 
of the omission of clinical material. It 
closes with an interesting definition of the 
strong ego and its qualities: “elastic in 
adaptation, labile in mood but with capac- 
ity for happiness—or at least tranquility, 
freedom from unconscious guilt and anx- 
iety, good working capacity and elastic 
response to working stress; regressional ac- 
tivities limited to the necessity for psychic 
recuperation.” 

Among the other most interesting chap- 
ters is the series of four which seem to 
belong together: The Mouth in Psycho- 
analysis, The Oral Character, The Etiology 
of Alcoholism, and On the Etiology of 
Drug Addiction. Out of a rich clinical 
experience the author defines and amplifies 
the mechanisms found in the addictions, 

| laying special emphasis on the sadistic im- 
pulses and on failure in the development 
of libidinal drives. He thinks of certain 
types of addiction as “localized defects in 
the reality sense.” The psycho-sexual prob- 
lems associated with these “transitional 
states” between neurosis and psychosis, as 
he terms them, are discussed with clinical 
illustrations. 
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Chapter XIII, The Relation of Peryer. 
sion-Formation to the Development of 
Reality Sense, points up the idea that the 
study of cases of perversion and fetishism | 
gives strong evidence as to the course of 
development of reality sense. 

Chapter XIV, Medico-Psychological As 
pects of Normality, is an attempt to clarify 
some working standards of normality. The 
author postulates with sympathy the “nor 
mal” neurotic and psychotic states of the 
1, 21% and 4-year-old child who is faced 
with intolerable anxiety and reacts in a 
truly “mad” or psychotic way. 

Chapter XVI, A Developmental Study 
of Obsessional Neurosis, points up the idea 
of pathological degrees of affect control 
through specific symptom formation and 
through obsessive character formation. In 
this sense this type of neurosis may be 
thought of as a rampart against regression 
beyond a fixation point rather than the 
product of regression. In close association — 
is Chapter XIX, The Psychoanalysis of 
Affect, in which there is an interesting dis: 
cussion of primary tension-states derived 
from instinct, the components of which 
become fused into adult affects. 

Chapter XI, A Psychoanalytical approach 
to the Classification of Mental Disease, § 
a masterpiece of definition and systemza- 
tion together with diagrams showing phases 
of libidinal and ego development and the 
relation of neuroses, psychoses and “trans 
tional states” to definite stages of mental 
development. This is a most readable 
chapter with many enlightening illustra: 
tions. 

To the psychiatrist and psychologist not 
entirely familiar with Freudian theory this 
volume would be troublesome reading; ye 
it contains many valuable ideas for any 
thoughtful student of the genetics and dy- 
namics of mental function. Controvels! 
would surely arise as to whether SU 


D 


sweeping deductions concerning the early 


development of the mind could be made 
from the psychoanalysis of adults without 
corresponding checks with the child analyst 
and the direct observer of child reactions 
over the first five years of life made by 
analytically trained observers. The author, 
however, has pointed the way for research 
from two directions through this genetic 
approach to the etiology of mental disease. 
By correlating the psychological mechan- 
isms of mental illness with their origin 


_ and overdevelopment in childhood, he 


opens the way for studying more adequately 
the mental content of illness and thus 


` obtaining a clearer diagnosis and prognosis, 


and also for observing infantile reactions 


_ during classical phases of mental organiza- 


tion—Marcaret A, RIBBLE, M.D., New 
York City. 


CHRISTIAN ESSAYS IN PSYCHIATRY 
Philip Mairet, ed. 
New York, Philosophical Library, 1956. 187 pp. 


This is a symposium by ten British au- 
thors, five of whom are physicians (mostly 
Psychiatrists), two theologians (one Meth- 
odist, one Roman Catholic), one an educa- 
tional psychologist, and one (the editor) a 
Journalist. The fact that five of them 
quote Jung extensively indicates his greater 
influence in Britain than in the U. S. Yet 
the editor remarks that Jung makes “many 
heretical statements” when developing his 
theological speculations. He recommends 
ErycRoanalytic writings only for their value 
© the instructed theologian. It is stressed 


by several of the authors that religion is 


an i ` 
“n inescapable aspect of human existence 


Ae to be ascribed solely to wish ful- 
a ent. Freud’s linking of religious with 

xual development is criticized. The per- 
lousness of the attitude that the thought 
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of sin is as bad as the act is pointed out. 
The Methodist contributor speaks thus of 
the creative value in the contact between 
psychiatry and religion: “A kind of psy- 
chology can emerge which is aware of the 
spiritual profundity of the human being, 
and a kind of religion whose dogmatic and 
conservative rigidity has been so vitalized 
that it can pass as a creative significance 
and spirit into the life of the modern indi- 
vidual . . . the tensions between psychology 
and religion should be viewed as labor 
pains by means of which something more 
intelligently Christian can be born” (p. 
110). 

Although the quality of these essays is 
uneven, from the best of them the Amer- 
ican reader can learn the outstanding views 
of several of the leaders in British psycho- 
therapy and pastoral psychology. They are 
recommended to the attention of that grow- 
ing body of psychiatrists, psychologists and 
clergymen who wish to bring about creative 
interplay among the members of their re- 
spective professions—Rosert A. CLARK, 
M.D., Friends Hospital, Philadelphia. 


YOUTH IN A SOUNDLESS WORLD: 
A SEARCH FOR PERSONALITY 


By Edna S. Levine 
New York, New York University Press, 1957. 217 pp. 


Miss Edna Levine, a clinical psychologist 
obviously competent and dedicated to her 
task, studied deaf children and adolescents 
not only by various test techniques but 
with a perceptive empathy that penetrated 
to the human essence of the problem. In 
a limpid and frequently vivid style, Miss 
Levine ably describes the indispensable 
roles sound and then words play in 
the imagery, value systems and successive 
social roles of the hearing child, the tragic 
hiati left in these fields in the deaf-mute, 


139 


and the skillful and sometimes heroic ef- 
forts necessary if these central deficiencies 
are to be corrected or compensated. Thus 
(p. 192): “The hearing child’s path is rela- 
tively clear-cut and direct; the deaf child’s 
generally roundabout, tortuous and differ- 
ent. But the goals are the same. Both 
seek inner fulfillment and emotional har- 
mony.” Miss Levine's recommendations 
for therapy: not “education” alone but also 
individualized psychological and mental 
health services by sympathetic therapists 
specially trained in the problems of estab- 
lishing rapport and communication with 
the deaf. 

A final section hails the support by the 
U. S. Department of Health, Education 
and Welfare of the establishment of a spe- 
cial center for research in and treatment of 
deafness—a field to which this little book 
is a stimulating and valuable contribution. 
—Jutes H. Masserman, M.D., Chicago. 


HUNTERDON MEDICAL CENTER 
By Ray E. Trussell, M.D. 
Cambridge, Harvard University Press, 1956. 236 pp. 


Hunterdon Medical Genter carries the 
modest sub-title, “The Story Of One Ap- 
proach to Rural Medical Care.” It is 
much more than that. It is the story of 
people working together effectively to meet 
their health needs. It is the story of a new 
experiment in medical care organization. 
It is the story of a community’s willingness 
to forget meaningless traditions and estab- 
lish fresh and exciting concepts. This book 
makes fascinating reading for anyone con- 
cerned with how to make medical care of 
high quality more widely available, Many 
will want to borrow from the ideas it 
chronicles; all will find a challenge in its 
message. 

Hunterdon County is a semi-rural area 
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with a population of 40,000 bordering the 
Delaware River on the western edge of, 
New Jersey. Dr. Trussell writes of what 
happened in that county from the time, in 
early 1946, that “the need for a county hos 
pital was discussed” by the County Board 
of Agriculture. He tells of the evolution 
of the community's determination to build 
not “just another hospital” but a “progres 
sive institution with a university affiliation, 
a model of its kind, aimed to bring whatis 
best in medicine to the residents of a 
rural area... .” The fund-raising drive 
brought $993,000 from 7,316 contributors, 
“Hunterdon County became so Medical 
Center conscious that when the Anti-Horse: | 
Thief Society disbanded after years of in- 
activity its treasury of $700 went to the 
Medical Center.” We learn in detail of 
the planning that preceded the ground: 
breaking in 1951, and of the first two yeats! 
of the Center's operation. i 
Dr. Trussell, now the executive director 
of the School of Public Health and Admin: 
istrative Medicine at Columbia Universit); 
is in a unique position to tell the Hunter 
don story. He became the center's first 
director, in 1950, and remained in that 
position for five years. “No formula of 
words can express what he gave us 
thought, dedication and tireless effort, 
writes the president of the board of trustees 
The Hunterdon Center has a group % 
full-time, salaried physicians, appointed by 
the board of trustees in consultation with 
New York University Medical Center. Each 
of these physicians has a faculty appoint 
ment at NYU and spends one day a E. 
at the NYU Medical Center. This staff 0i 
specialists counsels and advises gene" 
practitioners in the community. The hos 
pital, with its staff, “represents the medi 
by which patients remain under the a 
of the family physician, who in turn 2 
the complete cooperation . . . of a full-timé 


specialist staff.” The ways in which the 
general practitioners of Hunterdon County 
now work with the salaried staff of special- 
ists attached to the Medical Center pro- 
vides new insight for those who are con- 
cerned about the place of the general 
practitioner in modern medicine. 

The significance of the Hunterdon ex- 
perience is in providing an organization to 
give rural community medical care which 
meets university medical center standards. 
‘The successful relationship worked out be- 
tween the Hunterdon Medical Center and 
New York University—Bellevue Medical 
Center provides an important demonstra- 
tion of how concepts of regionalization can 
be effectively implemented. 

Mental health concepts were taken into 
account in every step—from architectural 
planning and decoration to arrangements 
for conferences with teachers, principals 
and school nurses. The close working re- 
lationship between specialists and general 
Practitioners has important implications in 
the mental health field. 

Strong lay local leadership was a key 
factor in the development of the Hunter- 
don program. The Center's president, 
Lloyd Wescott, and his local associates had 
the foresight to go beyond local sources for 
Planning help—first to Dr. E. H. L. Cor- 
win, who made the first survey, and then 
to such leaders as Dr. Lester J. Evans and 
Dr. Clarence E. de Ja Chapelle, and finally 
to Dr. Trussell, 

Pele eseiption of how this community 
e e funds to finance its Medical Cen- 
ion oe But there is a real ques- 
Sula fant whether similar communities 
Shin ae icate this effort. The common 
ia, On that the responsibility for fi- 
eee care facilities should be 
diet 2 by the local community, 
tal hel vo untary efforts, with governmen- 
P limited to a relatively small 


p 
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amount of Hill-Burton money, is open to 
serious question. For Hunterdon, the 
Commonwealth Fund provided a construc- 
tion grant of $250,000 at a time of crisis, 
and other gifts for special projects. Such 
outside help would probably not be avail- 
able elsewhere. Added funds from gov- 
ernment for programs like this in other 
communities and for other new experi- 
ments in the more effective organization of 
medical care could provide the impetus 
for the development of modern patterns of 
medical care. 

Dr. Trussell indicates that “the day is 
past for depending on a few wealthy peo- 
ple to support hospital services for the 
entire community. Hunterdon County is 
theoretically and actually in a position to 
experiment with a broad prepayment pro- 
gram.” Coupling prepayment with this 
kind of an effectively organized and inte- 
grated hospital-medical care system has the 
potential for bringing to most Americans 
a vastly improved quality of health care.— 
James BrinnLe, International Union of 
United Automobile, Aircraft and Agricul- 
tural Implement Workers. 


HUMAN PROBLEMS OF A 
STATE MENTAL HOSPITAL 


By Ivan H. Belknap, Ph.D. 
New York, McGraw-Hill Book Co., 1956. 277 pp. 


To this reviewer, at least, Human Problems 
of a State Mental Hospital is even more 
depressing in its implications than are those 
stories, accompanied by photographs, ap- 
pearing in newspapers and magazines that 
purport to “tell the truth” about state hos- 
pitals for the mentally ill. Appalling as 
are the stories and pictures, the problems 
presented are those that would supposedly 
lend themselves to vast and immediate 
amelioration were far more money, much 
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larger professional staffs and the interest of 
the public only available. Dr. Ivan Belk- 
nap’s study of the social structure of 
“Southern State Hospital” indicates clearly, 
however, that unless profound change can 
be made in the internal organization and 
system of social relationships of this and 
other state hospitals, additional funds, pro- 
fessional personnel and public concern will 
not, in themselves, produce a therapeutic 
environment or even comfortable and 
pleasant custodial care. 

The analysis of social structure offered 
the reader rests upon theories developed 
largely during the last quarter of a century 
by social scientists interested in formulat- 
ing concepts and research methods for 
studying social organization. The results 
of the analysis are of an order that makes 
the reader ask himself as he closes the book, 
“IE hospital personnel had intentionally set 
out to create a system that would rob both 
ward staffs and patients of initiative, re- 
spect, recognition and sympathy, could they 
have succeeded much more effectively?” 

Why should anyone expect ward staffs to 
provide conscientious, considerate care of 
Psychotic patients when they themselves are 
not only treated as second-class citizens but 
are rarely provided with psychological sup- 
port and encouragement in the anxiety- 
inducing situations under which they work? 
Why should anyone expect patients to do 
other than regress emotionally on those 
dreary wards where the predominant form 
of “treatment” is control exercised by neg- 
lected attendants and by other patients 
higher in the patient hierarchy? Does 
anyone assume that social workers, nurses, 
clinical psychologists generally will exert 
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1 Milton Greenblatt, Richard H. York and Esther 
Lucile Brown, From Custodial to Therapeutic Pa- 
tient Care in Mental Hospitals, New York. Russell 
Sage Foundation, 1955. 


142 


themselves to the utmost in behalf of yn. 
loved patients and relatives when no sys 
tematic effort is made even to find out the 
scope of the work for which they have been 
prepared or to give them an opportunity to 
function, with professional recognition, on 
the higher levels of their competence? 
These are only a few of the untoward 
consequences that tend to result from a 
system where all staff—and patients—are 
graded according to sharply defined level 
of authority and prestige. Why should 
psychiatrists who have received no train 
ing in institutional management, in work 
ing with other categories of staff except 
hierarchically or with psychotic patients in 
ward and group situations—why should 
they run “hospitals” in which only a small 
fraction of the patients receive psychiatric 
treatment? Couldn’t the large mental in- 
stitution employ psychiatrists expressly t0 
give psychiatric treatment insofar as possi 
ble to all patients who would benefit from 
such treatment? Could it not also employ 
general medical doctors, dentists, oculists to 
care for the physical needs of all patients? 
Could it then move to create other services 
coordinate in importance with the psychia: 
tric-medical service, staffed with persons 
who have had formal preparation and/ot 
experience in management; in instituting 
“social treatment” the efficacy of which has 
been demonstrated on wards where no p3 
chiatric therapy is offered; 1 in planning fot 
relations with families, community agenti 
and the public; in experimental attemp 
to motivate staff and patients, and in help 
ing both groups develop greater inteni 
sonal competence? Such are the pees 
questions to which Dr, Belknap’s analys . 
leads. es 
Lest there be any misunderstanding: * 
should be emphatically said that many Y 
dividual psychiatrists have acquired 8™ i 
skill in administration, in creating chert 


| 
| 
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peutic situations within the hospital, or 
in working effectively with “auxiliary per- 
sonnel.” But that skill is not the direct 
product of their training in psychiatry, 
which probably places less emphasis upon 
_ preparation for administration and super- 
vision, including the social psychological 
aspects of management, than do ‘several 
' other forms of graduate work now avail- 
able, With notable exceptions, moreover, 
psychiatrists possessing such skills do not 
want to ally themselves with the large men- 
tal hospital as it currently exists. 
One serious omission occurs in Dr. Belk- 
_ hap’s analysis—an omission that probably 
makes the picture of “Southern State Hos- 
_ pital” appear a little more distressing than 
it actually is. Not enough is said about 
the amelioration of circumstances that may 
" occur through the informal system of social 
Telations which exists concurrently with the 
formal system. As Otto Von Mering and 
Stanley H. King seek to demonstrate in 
Remotivating the Mental Patient? en- 
couraging changes are frequently found in 
_ Some parts of institutions where the general 
_ Social system has been little improved. If 
only to protect themselves from an other- 
Wise intolerable job, occasional attendants 
Succeed in conspicuously modifying the en- 
vironment of their place of work. Other 
ae have deep feelings of sympathy 
i a persons and a true sense of mission 
1p Ping them. Others have gained 
ough knowledge and confidence from 
| Cir initial in-service training to begin and 
\ as their work on a higher level of 
i, aaa ee: In some hospitals 
Bi ie Soon may even be unaware 
Men th EF of the more favorable sit- 
n biil n ave been created; in other 
Peas ees have been effected with 
visory on support and blessing of super- 
Ba tis administrative personnel al- 
fr te has been no comprehensive 
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reorganization of the system of social rela- 
tionships. i 

In a reference (p. 251) Dr. Belknap pays 
tribute to the existence of such ameliorative 
influences at “Southern State.” Recognition 
that mental patients are sick persons who 
need help and sympathy is an important 
source of motivation, says he, particularly 
among the women attendants. Many are 
“devout members of rural Protestant 
churches and tend regularly to frame their 
conceptions in terms of Christian religious 
duty. These attendants are largely re- 
sponsible for most of the daily acts of kind- 
liness and thoughtfulness we found. . . . 
They arranged birthday parties and bought 
presents for patients without families, and 
they often gave money to patients for small 
canteen purchases.” 

Unfortunately the author did not pursue 
this subject farther. Hence we have no 
picture of the extent or the continuing | 
vitality of the desire to give patients a bet- 
ter deal, a desire inspired largely perhaps 
by religious and family conditioning rather 
than by efforts of the hospital to help staff 
make an emotional investment in their job. 
To disregard such relationships between 
ward staff and patients, no matter how un- 
important they may appear within the total 
pattern of authority and power, may distort 
the report of the patient care provided and 
may fail to give recognition to a potential- 
ity for change. 

Regardless of the antiquated social sys- 
tem of most state hospitals, at least some 
alterations are made that produce more 
effectiveness in working within its limita- 
tions. In places where almost no psychia- 
trists could be recruited, clinical psychol- 
ogists or social workers have sometimes 
been employed who have held group dis- 
cussions with patients and often also with 
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ward staffs. Such discussions have fur- 
nished opportunity for the release of ten- 
sion and anxiety, for psychological support 
and encouragement, for constructive sug- 
gestions. Volunteers have brought to hos- 
pitals not only supplies and recreational, 
educational and religious programs, but 
their very conviction that patients could 
improve has sometimes modified an atmos- 
phere of hopelessness. The use even of 
small areas of state hospitals for furnish- 
ing nursing students with experience in 
psychiatric nursing has achieved conspicu- 
ous direct and indirect results in patient 
care. Utilization of nurses in supervisory 
and teaching positions who could give sup- 
porting rather than authoritarian help to 
ward staffs and who could carry on con- 
tinuing in-service programs has raised 
morale, improved staff performance and 
produced desirable changes in ward en- 
vironments. 

Growing sophistication about the impor- 
tance of interpersonal relations as a ther- 
apeutic instrumentality is perhaps becom- 
ing more apparent than at any time since 
the days of moral treatment. Many of the 
neuropsychiatric hospitals within the Vet- 
erans Administration have made marked 
gains in reducing some of the liabilities of 
their formerly rigid hierarchical structures. 
Such changes are applicable to other large 
mental institutions. We should like to end 
this review with one of many illustrations 
that might be given. 

Just as Human Problems of a State Men- 
tal Hospital was reaching its first readers, 
a Veterans Administration hospital located 
in the same area as the institution described 
by Dr, Belknap issued invitations to some 
sixty representatives of nursing from other 
federal psychiatric hospitals in the region. 
The invitation was prefaced by the follow- 
ing statement: “The theme of this two-day 
institute is Improved Patient Care through 
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Psychological Support of Staff. Our chief 
objective is to study means by which we 
may better provide feelings of belonging. 
ness for all of our people. We recognize 
that what hospital employees who work 
most closely with patients want is much 
like what workers everywhere want. They 
want the feeling that what they are doing 
is important and that it is recognized as 
such by those higher in authority and by 
their own category of staff. They want 
that recognition to be demonstrated in 
positive terms not only of praise or of 
being asked for opinions concerning ward 
matters with which they are well ac 
quainted, but they want to be given the 
feeling that they are part of a group thera: 
peutic effort. We hope, through this in- 
stitute, to work toward meeting these 
needs.” 

Attached was a list of questions that had 
been prepared as suggestions for the small- 
group discussions. “How can we provide 
employees with ‘feelings of belonging? ” 
What do staff expect in the way of psycho- | 
logical support? What do we mean by 
‘team concept’ and what does it include 
How does communication affect psycholog- 
ical support?” As concrete recognition of 
the value of attendants (or nursing assist- 
ants as they are now called), provision Was 
made whereby all of them could attend onë 
of the two open meetings and could report 
both formally and informally on their role 
and its significance in patient care. As the 
writer observed these nursing assistants 
speaking to a large audience that included 
the “top administration” of the hospital 
she concluded that a considerable distan® 
had been traveled on the road toward 4 
goal of all personnel’s perceiving thet 
selves and being perceived as partners 1 
patient care.—Esturr Luce BROWN 
Ph.D., Russell Sage Foundation and Boston 
University School of Nursing. 


Guest Editorial 


For nearly a quarter of a century the Na- 
tional Congress of Parents and Teachers 
has sponsored the summer round-up pro- 


` gram, which has emphasized the importance 


of physical and dental examinations for 
every child about to begin his school 
career. 

Recent action of the National Congress 
has enlarged the scope of the program to 
include continuous health supervision of 
all children of preschool age through high 
school. Involved will be the education of 
parents, the establishment of close coopera- 
tion with community health organizations 
and agencies and the promotion of a closer 
relationship of parents and children with 
their family physicians and dentists. 

Initiating and expediting this expanded 
Program implies an interest in many new 
areas of concern. It may therefore be ap- 
Propriate and timely to call attention to 
the mental health aspects of “continuous 


_ Supervision” and to suggest several basic 


considerations which, if kept in mind, 
might be of help in this expansion. 

Problems associated with the mental 
health of both young and old are of na- 
tional concern. It is an area which has a 
high priority on the health needs of the 
Present day and should be included in the 
program of continuous supervision. 

What may the goals be for our children 
which would help them achieve a measure 
of mental health? For every child in our 


ee the ultimate goals should be to help 
m: 


° Š % ‘ 
To develop to the maximum his basic 
Potential. 


® To learn to live happi 
A appily and produc- 
tively with others, PPry p: 


T ; i 
© learn to appreciate and accept his 


strengths as well as his weaknesses or 
shortcomings. 


Important also is the development of 
healthy attitudes toward self, others and 
the tasks of daily living. Achieving these 
goals should assure every child an oppor- 
tunity to enjoy a reasonable state of mental 
health. 

It must be recognized that the goals of 
living change with each successive stage of 
maturation from infancy through adoles- 
cence. For the infant the primary goal is 
the full gratification of all basic needs— 
physical, emotional, social and intellectual. 
During childhood the goals shift toward the 
development of a concept of self in relation 
to others and toward the development of 
skills and techniques for increasing inde- 
pendent action and responsibility. For the 
adolescent it is important eventually to 
sever the dependency ties upon the home 
and to continue the development of his 
capacity to assume the responsibilities of 
the adult in terms of interpersonal rela- 
tionships, work and community responsi- 
bilities. 

Every individual is the product of sev- 
eral interacting forces or influences. These 
are: 


@ His innate endowment. 


@ The basic attitudes which parents and 
parental surrogates have toward him and 
their understanding of basic principles of 
growth and of their respective responsi- 
bilities toward him which are influenced in 
large measure by a third force, which is 


@ The culturally determined child-rearing 
practices of the community. 


Most of our children grow up in families 
with fathers, mothers, brothers and sisters. 
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It is the home where the child learns many 
of life's fundamental lessons. It is here he 
learns about himself and others. Here he 
develops his skills in managing his inter- 
personal relationships and learns to meet 
competition, to accept criticism, blame and 
praise. It is here he learns the basic lessons 
of obedience to authority—so essential to 
happy living. In the security of a home 
tempered with parental patience, tolerance 
and understanding help assures the de- 
velopment of the much needed sense of 
“belonging.” These and many other les- 
sons are learned in the home and later 
strengthened in the school with the help 
of parents and parental surrogates, teachers, 
counselors and principals, 

To assure the child maximum help as he 
Matures it is essential that parents and 
substitute parents (such as teachers, physi- 
cians, dentists, etc.) understand and accept 
their role and responsibility in the process. 
Many could be listed. However, of prime 
importance are the following: 


@ To provide the opportunity for the 
child to develop his potential in accord- 
ance with his individual pattern and tempo. 


© To teach patterns of self-control all 

along the way by example and by helping 

the child to accept the limits defined for 
him, 


© To represent and interpret the world of 
reality to the child so that he will develop 
an understanding of it and in the process 
will develop ways and means of meeting 
the requirements of successful living. 


Personality growth is a continuous proc- 
ess of differentiation and integration. It 
is an orderly process in which sequence 
follows sequence in a fairly predictable 
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time relationship. However, it must be 
recognized that each child develops in aq) 
cordance with his own individual tempo 
and pattern which must be respected and 
protected. R 
Since growth is a process, it cannot be 
forced nor delayed without causing trouble 
for the child and others. y 
Maturation from infancy on through the 
developing years is a slow but steady change 
from a state of dependency and complete | 
helplessness to one of independency, selt | 
sufficiency and finally a recognition of] 
interdependency. 
An intrinsic part of growth is tension | 
or stress. It is essential to the process buti 
must be kept in reasonable balance so a 
not to exceed the individual capacity tol 
function adeqately. It should be regarded 
as detrimental only when its proportions) 
exceed the tolerance capacity of the child: 
Should this occur, the causative factor 
require exploration and definition. | 
Every normal child is born with the) 
ability to perform a few but important) 
independent tasks for himself. Howevély 
survival depends upon others who, with 
understanding and sustaining support, Cat 
and should guide the child by offering theit 
acceptance and love and providing fu 
gratification of needs (particularly in "4 
fancy and early childhood). Needed al 
is help to learn a well circumscribed st 
of limits and to master frustration whi 
often comes through denial. Accorded hg 
opportunity to make decisions commensii 
rate with age and ability helps to develop] 
an attitude of self-sufficiency. Condei 
and a sense of adequacy comes throi i 
doing and sharing achievements W! 
others. 
Children reared in accordance with oa 
basic concepts will have better oppor 
ties to learn together with us all how A 
live and work together happily and pf 


ductively, and thus may be assured an en- 
riched measure of mental health. 

"Since the assistance of physician and den- 
tist will be important to the program of 
‘continuous health supervision, it may be 
‘appropriate to call attention to several 
“changes which will occur. 

_ Traditionally medical (including dental) 
personnel have been trained to know, un- 
‘derstand and treat illness and disease of 
mankind. To function adequately in the 
“program of continuous health supervision 
it will be essential to develop our under- 
standing of the child—his needs, the nature 
of developmental processes and the prin- 
ciples of child management. This will be 
important in the education of parents and 
in the clarification of their doubts, worries 
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and faulty attitudes. More adequate means 
of communications with parents, children 
and the school will require consideration, 
Of necessity this will be a slow and at times © 
discouraging process. However, with the 
child’s ultimate welfare in mind, and a 
willingness to explore the possibilities in- 
trinsic to this proposed program, ways and 
means will be found to enhance the life of 
every child. Its success would be a real 
contribution to the development of an 
effective program of preventive mental 
health services. Important also will be the 
early recognition of behavioral disturb- 
ances and the development of skills and 
techniques to help parents resolve them. 
—Reynotp A, Jensen, M.D., University 
of Minnesota Medical School. 
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MENTAL HEALTH ASSEMBLY 


Encouraging gains in research, rehabilita- 
tion and community-hospital cooperation 
were reported by many of the 425 lay and 
professional workers who met November 
20-24 in Atlantic City for the National 
Mental Health Assembly and annual con- 
vention of the National Association for 
Mental Health. 

The 750 state and local mental health 
associations and the 7-year-old NAMH also 
made gratifying organizational progress last 
year, noted F. Barry Ryan, Jr., retiring 
president. He reported growth in the num- 
ber of affiliated state and local mental 
health associations, expanded services to 
patients and their families and to the gen- 
eral community, and considerable gains in 
fund-raising. 

The general hospital is rapidly becoming 
a place where patients with even the most 
severe mental illnesses can receive treat- 
ment, Dr. Milton Rosenbaum of New York 
City said at one of two general sessions on 
the community and the hospital. He is 
chairman of the department of psychiatry 
of the Albert Einstein College of Medicine. 

He also made a plea for the “no locked 
door” policy in the treatment of psychiat- 
ric patients, charging that many symptoms 
result from this type of restriction, rather 
than from the basic mental illness. 

Stressing the therapeutic importance of 
keeping the patient in the community, Dr. 
Rosenbaum said, “It is better to maintain 
contact between the patient and his family 
since separation, isolation and feelings of 
being rejected and abandoned may be in- 
creased by sending the patient to a distant 
hospital or sanitorium.” 

Other advantages of psychiatric units in 
community-based general hospitals are 
these, Dr. Rosenbaum added: 
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© Standards of care of mental patients an 
improved and they are no longer consid), 
ered as 2nd-class citizens. 


© Misunderstandings about mental illn 
among hospital staff and in the communi} 
are broken down. 


© Internes and residents are attracted (0 
. . li 
psychiatry as a specialty. 


© Patients with acute psychiatric compl 
cations of medical and surgical illness} 
can be treated psychiatrically in the hoy 
pital. s 


© Psychiatrists serving in a general hof 
pital are apt to become involved in pre) 
ventive psychiatry in the surrounding 

community. In this way, the hospital m 

only offers an opportunity for the diag} 
nosis and treatment of the mentally ill, b i. 
becomes the center for the promotion of 
mental health. 


Dr. Warren T. Vaughan of Cambridgi 
Mass., called on mental health association 
to encourage the public to think of the hos 
pital as a health center treating mental 
well as physical ills, and to think of it 
psychiatrist as a logical member of the com 
munity hospital team. A serious and d 
termined effort should be made, he said, U 
develop prepayment plans covering Ps)" 
atric illnesses. He termed this “really ? 
emergency.” d 
Dr. Vaughan is with the Joint Com? 
sion on Mental Illness and Health as 4 
ciate director of a task force on patterns") 
patient care. vid 
In a paper on education of the p" a 
Dr. John H. Cumming, research 7 i 
for the Greater Kansas City Mental He E 
Foundation, pointed out a great “® i 
had come about during the last six yas k 
public readiness for involvement in © 


munity action to combat mental illness, 
and recommended that mental health asso- 
ciations undertake an action program of 
public education. The objective of this 
program should be, he said, “to make the 
standards of care for the mentally ill in all 
our state hospitals equal to that which is 
given in the best state hospitals.” 

As examples of action programs likely 
to lead to improved community attitudes 
and beliefs about the mentally ill, he cited 
hospital visiting programs, organization of 
rehabilitation centers for discharged pa- 
tients, and formulation of job-finding com- 
mittees, 

The volunteer is the life blood of the 
mental health movement, Mrs. W. Jasper 
DuBose reminded the delegates. She is 
director of volunteers in the eastern area 
Office of the American National Red Cross. 
Discussing volunteer service to psychi- 
atric patients in hospital and community, 
Mrs, DuBose said the best volunteers do 
Not try to fulfill all of the patients’ needs 
by indiscriminate giving and doing, In- 
Stead, they try to set goals that patients in 
Various stages of recovery can handle. She 
noted that “it takes perceptive analysis and 
skillful exploration” to determine what 
these goals should be. 

Volunteers can be interpreters, advo- 
as and at times stern critics,” said Mrs. 
oe “They can be of inestimable 

€ in telling the community what the 
ee does, why it does it and why it 

s it the way it does. 

JS a are strong reminders that the 
Picie ae ongs pot to itself but to the 

i E N she added. 
S Op discussions focused largely on 
Balan oe role of the state mental hos- 
ey on the growing importance of 
€s provided to both hospital and 


ko Š 
heal ‘unity by state and local mental 
‘alth associations, 
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The delegates noted with approval the 
growing tendency to consider the well- 
being of the mental patient as a responsi- 
bility shared by state and community. 
They insisted, however, that the mental 
hospital should be a dynamic force in the 
community and not a catch-all for patients 
rejected by general hospitals. 

They cited 7 ways mental health asso- 
ciations help to further close ties between 
hospital and community: 


e By periodically visiting the hospital, 
learning first-hand what its psychiatric 
needs are and planning programs to meet 
these needs. 


© By interpreting the hospital’s problems 
to the community. 


e By communicating the community’s 
needs and desires to the hospital. 


© By studying, sponsoring and following 
up sound legislative measures. 


e@ By working with responsible govern- 
ment departments in developing a master 
plan for integrated community mental 
health services and by cooperating with 
other agencies in carrying out the plan. 


© By cooperating closely with psychiatrists 
and involving them in the work of the 
mental health association. 


@ By providing a corps of trained, depend- 
able mental health volunteers. 


Describing experiments now underway in 
federal government laboratories, Dr. Sey- 
mour S. Kety, research director for the Na- 
tional Institute of Mental Health, stressed 
the difficulties in investigating the causes 
of schizophrenia. As an example, he cited 
that tests on patients from hospital “back 
wards” are more likely to reflect the effects 
of long-term hospitalization than to pro- 
vide clues about a specific disease. 
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Dr. Kety also noted the current theory 
that organic phenomena are the bases for 
mental illness, and declared this or any 
other dogma out of place in the study of 
mental illness. 

A general view of mental health research 
in the U. S. today was provided by Albert 
Deutsch, author of the ground-breaking 
1937 study, The Mentally Ill in America. 
With a grant from NAMH, Mr. Deutsch 
recently visited representative research 
centers throughout the country and is now 
writing a book reporting his observations. 

Noting that “recent years have witnessed 
significant and encouraging developments 
in the treatment of mental illness,” he 
asserted both scientists and laymen should 
maintain a cautious attitude toward sen- 
sational claims of new cures. It is the lay- 
man’s task to support a wide variety of 
biochemical, socio-environmental and psy- 
chological studies, he said, leaving it to the 
scientists to decide priorities and to main- 
tain the highest scientific standards. 

In sessions on rehabilitation of the mental 
patient, speakers agreed the hospital’s re- 
sponsibility to the patient does not end 
until he is again ready to return to normal 
social life. With help from the com- 
munity, the hospital should provide a wide 
variety of services that help the patient 
bridge the gap between the hospital and 
satisfactory adjustment in the community. 
_ Dr. Peter A. Peffer outlined three novel 
rehabilitation techniques in use at the Vet- 
erans Administration Hospital in Brock- 
ton, Mass., where he is manager. He said 
they have added greatly to the hospital’s 
ability to release some of its most difficult 
patients. 


© The member-employee program pro- 
vides that chronic mental patients whose 
condition is somewhat improved may be 
discharged as patients and hired as hos- 
pital employees at modest salaries plus 
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food, quarters, laundry, medical and denta 

care, and recreation. They are free to] 
the hospital after work. They are 
helped to find jobs in the community and 
thus to leave the hospital altogether. 


© Another program, designed for patient i 
showing little or no improvement, com) 
bines occupational therapy with a money} 
incentive. Severely regressed patients, pu 
to work in a ceramics workshop in the hos) 
pital, are paid from 50¢ to $2.50 a week! 
Mental health volunteers raise funds t 
buy equipment and material for the pa 
tients, and sell their ceramics. Dr. Peffa 
said this program was so successful “tha 
a number of these patients progressed tof 
member-employee status, or were plactl) 
at higher level hospital assignments, eveni 
tually achieving trial visit status and subf 
sequent discharge from the hospital.” 


© The foster home cottage plan aims 
preparing patients for discharge to fostei 
homes in the community. These are ge 
erally patients who have arrived at a g00! 

level of recovery but whose employmetly 
potential is low because of age or physi 
disability, Dr. Peffer said. They live ing 
homelike 10-room house on the hospital | 
grounds, sharing its dining room, kitchen 
living room and hobby shop and its gai 
den, where they grow, flowers and y 
tables. In the cottage they take care o 
serving their own meals, cook part ° 
their food, wash the dishes, clean their owt 
rooms, keep the area around the om 
neat, cut the grass. They also learn abot k 
90 household jobs such as fixing light plu 
and replacing faucet washers. f 


mental patients, unable to make a suco 
ful adjustment in the community, hae’ 
return to the hospital, John H. Beard A 
ecutive director of New York City’s fame! 


’ 
yi 

‘Fountain House, said “the high rate of re- 
hospitalizations demands immediate atten- 
tion in communities throughout the 
country.” 

_ Ina paper on the social aspects of re- 
habilitation, Mr. Beard called for research 
designed to screen those most likely to be 
readmitted and therefore most in need of 
rehabilitation, so that community agencies 
could give these patients a high priority on 
their services. Illustrating his point, he 
‘Said approximately 40% of 356 men and 
women who asked for help from Fountain 
House and were temporarily turned down 
for lack of staff and facilities had to go back 
tothe mental hospital. 

Besides finding suitable quarters and 
jobs, Mr. Beard noted, the discharged 
mental patient has to learn how to get 
along with people, a problem frequently 
Made extremely difficult for him by the 
very nature of his illness. An environment 
like that of Fountain House permits the 
Convalescent to “practice” being again with 
People, he said, 

y Pioneer efforts of the San Francisco Asso- 
Cation for Mental Health to draw em- 
Ployers into the process of breaking down 
despread prejudice against hiring former 
Mental patients were described in a paper 
Prepared by Mrs. Joan Fell Murray, the 
aan retiring executive director, and 
AN y her successor, J. Gilmore Marquis. 
_ sing other mental health associations 


to a. $ 
Mer form similar employers’ committees, 
a Murray pointed out that “this group 


is willing not only to help find the 
$ ne to the employment problem, but 
Pai mae range of problems which com- 
4 EN eadership must deal with relative 
ntal illness,” 
4 fac Paper on Vocational rehabilitation 
a ae patient, Bertram J. Black of 
oe tk City discussed the work of Altro 
ih Dd Rehabilitation Service, of 
he is executive director. 
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He stressed the cost of integrated rehabil- 
itation services for the mentally ill, and 
pointed to the array of services that must 
be provided: vocational counseling, case 
work, medical attention and “the socializ- 
ing and training influence of the sheltered 
workshop.” 

Experience, he said, had shown that 
“money is a powerful incentive to rehabili- 
tation of the psychotic.” He noted that 87 
out of 100 Altro “graduates” succeed in 
maintaining themselves in the community 
and on the job or in homemaking without 
other services than continued psychother- 
apy or occasional medical supervision. 

In workshops, conference delegates 
agreed that rehabilitation starts when the 
patient realizes he is sick and terminates 
only when he recovers and is fully reinte- 
grated in the community. 

They saw a steadily mounting demand 
for mental health associations to take the 
lead in assuring the provision of adequate 
rehabilitation services, and said they should 
assume the responsibility of providing in- 
formation about local services, organizing — 
public action (including new legislation, if 
necessary) for better services, and keeping 
constantly before employers and the gen- 
eral public the assurance that with their 
help the mentally ill can come back—and 
stay back—in the community. 


HOSPITAL ROLLS DECLINE 


Mental hospital rolls, which in 1956 
showed a decline for the first time in 25 
years, are still continuing their downward 
trend, the National Association for Mental 
Health reported in November. 

Addressing the annual meeting of 
NAMH members, F. Barry Ryan, Jr., re- 
tiring president, said that in 20 representa: — 
tive states the number of resident patients 
in state and county mental hospitals 
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dropped by 2,500 between June 1956 and 
June 1957. Projecting these figures to the 
entire United States, Mr. Ryan estimated 
a total reduction of about 5,000 in the 
nation’s mental hospital population during 
this 12-month period. 

“It is important for us to note,” said Mr. 
Ryan, “that this decrease has occurred in 
the face of a continually increasing admis- 
sion rate. Because of increased discharges 
and because of expanding mental hospital 
facilities throughout the country, it was 
possible for the hospitals to admit and to 
treat many more patients than in previous 
years. Yet, in’ spite of this, the overall fig- 
ures on resident patients fell by about 7%.” 

Mr. Ryan warned, however, that the 
optimistic mental hospital picture “may be 
blinding us to the true state of affairs still 
existing in many of our hospitals today. 

“Many of the advances we have seen 
have been the result of an expanded pro- 
gram of concentrated, intense treatment 
for new patients. The majority of the other 
patients—those who have been there a 
year or longer—are getting little or no 
treatment at all.” 


LEGISLATION 


Congress voted $39,217,000 for the Na- 
tional Institute of Mental Health—$4,000,- 
000 more than last year. Half the increase 
goes for additional research training and 
fellowships. Juvenile delinquency, aging, 
mental retardation, alcoholism and acci- 
dents are the major mental health prob- 
lems, Dr. Robert H. Felix, NIMH director, 
said during the budget debate. 


_ California’s new community mental health 
services act became law on September 12. 
The state will now pay half the cost of 
mental health services provided by local 
governmental units, either city or county. 
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The California legislature also boost 
the budget for the State Department of 
Mental Hygiene to $115,772,340, largest i 
history. The department is now lookin 
for employees to fill more than 2,000 
positions. To bring the level of care for 
mental patients to 90% of the department} 
standard, it needs 1,120 more ward attend: 
ants, 109 more psychiatrists and other 
physicians, 39 more clinical psychologists! 
108 more psychiatric social workers and 
hundreds more therapists of various kind) 
teachers, technical, maintenance and derf 
ical workers. r 


PUBLICATIONS 


Significant papers by 12 authorities on 
specific aspects of the mental health field] 
have been published as a book titled 
Programs for Community Mental Health 
by the Milbank Memorial Fund. 

It covers such topics as the place of the 
voluntary health agencies in communil 
mental health programs, planning for ny 
tal health in metropolitan and in rural) 
areas, the changing roles of state mentil 
hospitals and psychiatric outpatient clinic, f 
and the future role of the psychiatric if 
vision of the general hospital. ; 

It is a sequel to The Elements of a Cot 
munity Mental Health Program, publish 
in 1956, and is available for $2 from tht 
Milbank Memorial Fund, 40 Wall St, NÑ 
York 5. 


Current Practices in Mental Hospital At 
ministration is the title of a new Ameria 
Psychiatric Association publication. i. 
a collection of 18 articles by as many ® 

standing mental hospital directors coveri i 
most of the major aspects of hospital # 
ministration. The articles originally 4 
peared in the magazine Mental Hospilt 
The collection is available from the 
Mental Hospital Service for $2 a copy: 
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Reorganizing to prevent and control 


The official title of the project from which 
the materials of this report are derived— 
The Prevention and Control of Disordered 
Behavior in San Mateo, California—may 
seem ambitious to some readers. Indeed 
it is. Knowledge of the mechanisms and 
Motivations activating the behavior of the 
human personality, and of the etiology and 
*idemiology of social misbehavior is still 
meager, albeit steadily increasing. Services 
designed to deal with social pathology 
a which the community is compelled 
a concerned are conducted under many 
a pot auspices, dealing separately with 
any different episodes and symptoms. To 
Be that in three short years, any com- 
TUA anywhere could take command of 
Ee. Es symptomatology and efforts, 
h em toward this ideal goal, and 
2 full achievement would indeed be 
ambitious fantasy. 

Nonetheless, by 1953, five years of focused 
ae, eted research, plus fifteen prior 
Tems of “perience in dealing with prob- 

community Programing, organiza- 
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disordered behavior 


tion and administration, had convinced the 
designers of this project that the time had 
come to make a beginning. Only by grasp- 


Bradley Buell is executive director of Community 
Research Associates, Inc., which planned and con- 
ducted the experiment in community planning and 
organization reported in this paper. Paul T. Beisser 
is associate director for adjustment services, with — 
supervisory responsibility for the project. John M. 
Wedemeyer was the project's resident director. 
Other members of the project staff included Robert 
S. Booth, Family Center director; Madeleine O'Cal- 
laghan and James R. Boorman, case work con- 
sultants, and Kathren McKinney, research analyst. 
Allen F. Olinger, M.D., acted as consulting psychi- 
atrist and Andrew Mikita as consulting psycholo- 
gist. Specially assigned case workers were Mrs. Ruth 
Fuhrman and Eugene Kelly, welfare department; 
Mrs. Mary Miles and Robert McMillan, probation 
department, and Mrs. Mary Engstrom, county 
school department. 4 

The project was sponsored by the Citizens Advisory 
Board, County Board of Supervisors, and County 
Council of Social Agencies, all of San Mateo, Calif., 
and financed by the Rosenberg Foundation, Grant 
Foundation and San Mateo County Board of Super- 
visors. 
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ing the nettle of a positively avowed goal 
and subjecting preliminary objectives, con- 
cepts and methods to vigorous laboratory 
experimentation did it seem possible to dis- 
cover whether prevention and control in 
this disturbed area of community life might 
be possible, and if so what it would take 
ultimately to achieve it. Thus, this con- 
viction had emerged out of a background 
sufficient to contribute preliminary concepts 
of both objectives and methods, and the 
project was initiated January 1, 1954 in 
San Mateo County, Calif. 


BACKGROUND 


In 1947, with financing from The Grant 
Foundation, Community Research Associ- 
ates, Inc. undertook a major research proj- 
ect, the assembling of materials for a com- 
prehensive exposition of the problems 
involved in achieving better planning of 
community welfare, health and recreational 
programs. An important segment of the 
source material came from an extensive 
statistical study conducted in cooperation 
with the Greater St. Paul Community Chest 
and Council—an examination of all cases 
under care during November 1948 by the 
108 agencies serving that community. 


The results of this work were published. 


in 19521 Among many findings were two 
fundamental conclusions: 


© First, with one exception, community 
services were not organized to control or 
prevent the basic community problems with 
which they were dealing. Rather than be- 
ing directed to problem-solving, the com- 
mon orientation was the provision of 
needed service, which, though laudable in 


ee 
1 Bradley Buell and associates, Community Planning 
for Human Services, New York, Columbia University 
Press, 1952. 
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itself, constituted an open-end objective, 
Moreover, the need for service was sepa: 
rately interpreted by each agency and each 
administrator. The public health program 
for the prevention and control of com 
municable disease and reduction of the: 
hazards of maternity and infancy was the 
notable exception. 


@ Second, these problems, and therefore 
the services relating to them, were highly 
concentrated and overlapping in a quite 
small group of seriously disorganized multi: 
problem families. In St. Paul this group— 
only 6% of all families in the community— 
accounted for by far the largest portion of 
the service provided by all major adminis 
trative units. i 

Against the background of these findings 
The Grant Foundation, later joined by the} 
Louis W. and Maud Hill Family Founda 
tion of St. Paul and the Rosenberg Founda: 
tion of San Francisco, provided funds E 
conduct a series of related projects designed 
to create, invent and test concepts, policies 
and procedures requisite to the beginning 
development of community plans for the 
prevention and control of the principal 
psychosocial disorders. 

As the overall design took form, thre 
projects were to be experimental each i 
a different community; each focused on on 
of three major problems, Because the H 
Paul study had sharpened concepts regati 
ing the key role of the family in bo 
etiology and therapy, a fourth project Wa 
designed to produce data for a basic treats 
on family diagnosis and treatment of P9 
chosocial disorders. 

By 1954 the three local experiments W€ 
under way. In Winona County, Minn. 
project was focused on the problem 
dependency. (In 1956 this was expan 
into three counties, under joint spor 
ship with the State Department of Pub 


ES 


Welfare.) In Washington County (Hagers- 
town), Md. the focus was on indigent dis- 
ability. The San Mateo County, Calif. 
project was primarily concerned with dis- 
ordered behavior. Basic case materials for 
the concurrent family study were obtained 
not only from the seven cooperating private 
family service agencies ? but also from these 
three CRA experiments. 

Each of the three projects was organized 
with the joint sponsorship of key commu- 
“nity groups, including a citizen board, serv- 
ing as advisers to the project. Each project 
plan was based on a survey of the county’s 
problems and services. Full reports? of 
the surveys, including the basic design of 
the plan, were published and approved by 
the key sponsoring bodies, 


SAN MATEO COUNTY 
AND ITS PEOPLE 


Located in the dramatic great Bay Area, 
_ San Mateo County stretches south down the 
Peninsula from the San Francisco line to 
Palo Alto and the Stanford University 
Campus, On the west is the Pacific Ocean; 
on the east the bay, cloven in the middle 
; by the rugged peninsula range. Old fishing 
Villages of Half Moon Bay and Pescadero, 
Some remaining cow country and redwood 
timberland on the western side are swept 
y by the chill winds of the blue 
acific. To the east, in more protected 
my nestling between the mountain 
Cothills and the bay, one finds the modern, 
tving, colorful metropolitan-suburban 
county of San Mateo. 
(aie a Prosperous and rapidly growing 
Bie Sauer middle-class and native 
Dy i e median family income of $4,467 
sil above the $3,067 median for the 
ken 7 m foreign-born and non-white seg- 
tively of ne to 10.3%, and 2.3% respec- 
€ county population. The total 
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population, 307,000 in 1954 when this 
project started, had grown to 370,000 when 
it ended. 

The 5-man elected Board of Supervisors, 
the governing body of the county, is among | 
the few in California (or in the U. S.) to 
employ a professionally trained county 
manager to assist in the administration of 
its affairs. Annual health, welfare and recre- 
ational expenditures total over $15,000,000, 
well above the average of those U. S. coun- 
ties for which data are available. By any 
comparable standards the principal agencies 
are well manned and administered; initially 
it was professional leadership from this 
group which brought the project to San 
Mateo. Uniquely, in our experience, the 
larger public agencies are housed at the 
Health and Welfare “Campus,” a square 
block centrally located in San Mateo City. 
Here one finds a modern health and welfare 
administration building, a community hos- 
pital and outpatient department, a child 
guidance and adult psychiatric clinic and 
a temporary receiving home for children. 

This report can do no less than pay high 
tribute to the professional and lay leaders 
in all administrative and staff echelons, 
whose cooperation and participation made 
possible the practical operation of this 
project. A testimony to the quality of that 


2 Brooklyn Bureau of Social Services and Children’s 
Aid Society, Brooklyn, N. Y.; Family Service of 
Cincinnati and Hamilton County, Ohio; Family and 
Children’s Service, St. Louis, Mo.; Family Service 
of St. Paul, Minn.; Family Service of Milwaukee, 
Wis.; Family and Children’s Bureau, Columbus, 
Ohio, and Family and Child Services, Washington, 
D.C. 


8 The Prevention and Control of Disordered Be- 
havior in San Mateo County, California (July 1954), 
The Prevention and Control of Indigent Disability 
in Washington County, Maryland (July 1954), The 
Prevention and Control of Dependency in Winona 
County, Minnesota (July 1953). 
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leadership may be found in the fact that 
the values accruing from the experiment 
are now to be maintained under local 
administrative and financial auspices. 


CONCEPTS 


The principal objectives and methods of 
the project have their foundation in six 
elemental and interrelated concepts. Taken 
together they express the philosophy of 
CRA’s basic approach to the problems of 
community planning. We shall identify 
and briefly articulate them. 


Psychosocial disorders. In every organized 
society, certain kinds of social behavior 
have been either disallowed as inimical to 
its cultural standards or disvalued as 
unsatisfactory expressions of its cultural 
objectives. In our generation of American 
culture these deviations from social norms 
usually ‘and somewhat loosely have been 
referred to as social problems. In recent 
years, however, the more precise term, psy- 
chosocial disorders has come into profes- 


sional usage. As herein used, it means 
that: 


© The problem of behavior arises because 
of the individual’s inability to cope suc- 
cessfully with the requirements of social 
living. 


@ It is behavior of concern to society, 
which in the majority of instances means 
to the community in which the person 
lives and to the agencies which act in the 
community’s behalf. 


© Cause and cure relate not only to patho- 
logical processes which impair the function- 
ing of the individual personality or family, 
but equally to the circumstance with which 
the social failure is identified. 
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Disordered behavior. Inherent in the deck 
sion to set this project toward a “preven: 
tive” goal was the necessity for also decid. 
ing, in satisfactorily measurable terms, what 
it was intended to prevent and control, 
“Disordered behavior” as used in this te 
port means behavior which is éither legally 
prohibited or generally disvalued by society 
and permitted only if in conformity with 
legally or officially prescribed restrictions. 
Although various categorical grouping | 
were used in the course of the project, the 

simplest are these: | 


© Adult disorders (as indicated by major} 
crimes, minor crimes and misdemeanors, 
voluntary admissions and commitments to 
mental institutions) 


® Marital disorders or disfunctioning (a 
indicated by divorce, official separation on 
desertion, separation of children from theit 
own home to agency care) 


© Child disorders (as indicated by officially 
reported delinquency and truancy, non: 
economic school dropouts, commitments t0 
mental institutions) f 


Thus, in this classification, adult majo! 
and minor crimes, juvenile delingueng 
and truancy constitute symptomatic be 
havior which is legally prohibited. Admis 
sions to state mental institutions, divor | 
official separation and deserfion, separation 
of children for placement, and school drop y 
outs represent behavior which, althougt 
permitted, must be subject to the resttit : 
tions or protections of legal or official Pi 
cedures indicative of the community's bell 
that the presence of these conditions negat® | 
its cultural objectives for personal and a 
cial living. a 

Use of this definitive concept has certait | 
Positive community planning assets: 1) a 
data are a matter of public record; 07 
munity rates and other epidemiologii 


A data can be obtained; 2) families present- 
" ing these symptoms of disordered behavior 
absorb 73% of the money spent for com- 
munity services having a social adjustment 
~ function; 3) evidence suggests that the most 
severe levels of pathology are found in these 


- families. 


' Control. An old concept adapted from the 
_ public health field, control entails a sys- 
tematic program for measuring the com- 
_ munity-wide spread, intensity and trend of 
a defined problem equally combined with 
| systematic efforts to reduce or curtail it. 


Prevention. This concept is not borrowed 
from public health. Present knowledge 
' about disordered behavior does not war- 
tant expectation that practical results can 
be obtained from attempts to prevent the 
onset of its symptomatology. Programs 
based on plausible generalities about what 
should prevent the onset of pathological 
behavior have produced no evidence of a 
Measurable effect on the community-wide 
| Volume or severity of these disorders. Any 
practically designed preventive plan there- 
“fore must be based in the first instance on 
Preventive intervention after symptomatic 
behavior manifests itself, to stop or delay 
f further deterioration, or on rehabilitative 


f corts, to raise the current level of social 
‘functioning. 


n Integrated service. The fact that a sub- 
ea proportion of the individuals and 
Foal. with Psychosocial disorders suffer 
aa multiple physical and social impair- 
s for which they receive special services 

Fent ee agencies has been well docu- 
j ae M prior CRA studies. Further evi- 
È T be presented in this one. Also, 
iva ee terms now in use to indicate the 
“in att Which agencies may work together 


in i : 
A community may be described as 
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© Cooperation: The expression of general 
good will, intent, friendly relationships and 
willingness to serve on all community com- 
mittees is the rule, not the exception. 


© Coordination: Firm agreements at the ad- 
ministrative level regarding the particular 
problems which particular agencies will 
handle or functions which they will per- 
form are not the rule. However, illustra- 
tive instances of such agreements are not 
uncommon, 


@ Integration: The actual pooling of spe- 
cialized service to achieve a common diag- 
nosis and unified treatment plan for a par- 
ticular family is almost never implemented. 


During the San Mateo project, the co- 
operative intent of all concerned was excel- 
lent. Agreement to overall policies at the 
administrative level necessary to coordinate 
project with agency operations was gen- 
erously given. The main difficulties en- 
countered were with truly integrating and 
implementing particular services in par- 
ticular cases at the working level. In many 
instances, these demanded fundamental 
changes in philosophy, policy and tradition. 


The family role. The last and most im- 
portant concept is the belief that all data 
should be structured from a family base 
and that a family diagnosis is a prerequisite 
to the treatment of all psychosocial disor- 
ders. Amplification and documentation of 
this thesis will be contained in a compre- 
hensive work to be published in 1959.4 
Suffice it to say that all knowledge of the 
sequence of the biological and psychological 
processes of personality formation through 
which socialization is achieved by the child 
points to the dominant role played by the 


4 Family Diagnosis and Treatment of Psychosocial 
Disorders, manuscript in process for publication. _ 
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mother, father and other members of the 
family in the formative years of infancy, 
childhood and adolescent youth. This in 
itself has etiological implications sufficient 
to compel the application of this concept to 
this project. 


OBJECTIVES 


The objectives of the San Mateo project 
may be stated simply as follows: 


© To identify and isolate the problem of 
disordered behavior in the county; to secure 
epidemiological data about it. 


© To apply concepts inherent in a family 
approach to the analysis of all data and to 
the therapeutic processes essential to pre- 
ventive intervention and rehabilitative 
effort. 


© To apply the concept of integration in 
the planning and execution of these thera- 
peutic processes, 


© To create, invent and test new methods 
and tools essential to the application of 
these concepts. 


© To evaluate the results within the frame 
of reference of community planning. 


BASIC METHOD 


In brief summary, for the purposes of this 
introduction, operational methodology was 
of two main kinds: 


Statistical reporting. In the initial planning 
study the 72 agencies providing welfare, 


5 Adult Probation; Juvenile Probation; California 
Youth Authority; Catholic Social Service; Office of 
the County Clerk; County School Superintendent; 
State Department of Corrections; State Department 
of Mental Hygiene; County Welfare Department 
(aid to needy children and child welfare services); 
District Attorney's Office. 
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health and adjustment service to San Matey 
County reported on a detailed schedule the 
problems presented by, and services ren 
dered to, all families in their loads during 
January 1954, Beginning with that month, 
the ten agencies® dealing with disordered 
behavior used a modification of this sched: 
ule to report each month all new cas! 
accepted. The problem and service classi 
fications of the schedule were adapted from 
the Family Unit Report System used in 
the St. Paul study of 1948. 


Intensive diagnostic workup and treatment 
planning for a small group of multi 
problem, seriously disorganized families 
Of the 231 families selected for diagnosti¢ 
and treatment processing during the project 
period, 201 were recidivist families. 

It should be made clear that this was m 
a clinical operation. Initially, diagnostic 
data about these families were confined to 
information already available in agenty 
records. Diagnoses and treatment plans 
were subsequently formulated by a speci 
project unit, the Family Center. Thes 
were then transmitted and interpreted 0 
the agencies handling the case, and % 
sponsibility for carrying out the treatment 
plans remained with those agencies. The 
purpose of this part of the experiment wa 
not to set up new therapeutic services my 
the community but rather to devise a 
test new methods for better use of A 
already available. In the later stages, E 
were made which gave the project Er 
control over the treatment process. i 
did not, however, approach a completely 
controlled and integrated clinical setting 
and was not intended to do so. ; 

The project staff consisted of a direc iy 
a statistician; a director of the Foray 
Center, an experienced casework admini 
trator; initially 3, and later 7, well- 
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caseworkers; a consultant psychiatrist, and 
a consultant psychologist. 

With this description of the sponsorship, 
concepts and objectives of the project, we 
now turn to analysis of findings and experi- 
ences which relate to epidemiological fac- 
‘tors, pathological factors, preventive and re- 
habilitative potentialities, issues of method 
and structure, the San Mateo solution and 
the San Mateo plan. 


EPIDEMIOLOGICAL FACTORS 


Two extremely effective road blocks have 
confronted previous efforts to fashion a sys- 
tematic way of building up scientific data 
about the community's total problem of 
‘seriously disordered or maladjusted be- 
havior—the symptomatology, prevalence 
and incidence; the pattern of their concen- 
tration and the patterns of other essential 
characteristics relevant to what is being 
done, or what might be done more effec- 
tively, about their prevention and control. 
The first arises from the fact that during 
the long history of effort to protect the 
Social values from the behavioral disorders 
already alluded to, almost all segments of 
the community’s services have been organ- 
Wed essentially to deal with the symptoms 
of behavior rather than with the patho- 
logical processes which give rise to them. 
The mental hospital program rooted in 
“Medical Concepts and knowledge perhaps 
Mote nearly approaches an exception. The 
Consequent inability to differentiate’ be- 
tween the issues involved in identifying 
ie and in treating pathological con- 
a Bi long been, and still is, a perva- 
ce of confusion. 
having ne such apparently diverse be- 
Paton ee mental illness or 
Bib oy He children from their own 
step AR ese project materials do, is a 
resolving the confusion. These 
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are administrative classifications, deter- 
mined solely by the kind of symptomatic 
behavior traditionally assigned to a par- 
ticular administrative program. In reality 
they have a common base, since all are 
clearly symptomatic of pathological be- 
havior which society—that is, the organized 
community—officially designates as not be- 
ing conducive to the maintenance of its 
social standards. However, to have any 
practical use for the purposes of commu- 
nity programing, more precise symptomatic 
regrouping for diagnostic and treatment 
purposes, although desirable and essential, 
must relate to this traditionally fixed ad- 
ministrative base. 

The second obstacle comes from the fact 
that the only consistently available data 
must be obtained from records regularly 
kept by many different agencies for their 
own separate administrative and program 
purposes. Their records are not devised 
primarily to tell the community what it 
needs to know about the common problem 
of disordered behavior. 

The procedures of this project at least 
partially surmounted these two obstacles. 
While the resulting data indisputably have 
limitations, they tell us a good deal not 
heretofore known about the form and shape 
of the total community problem of disor- 
dered behavior. 


COMMUNITY RATES 


The confusion between symptomatology 
and pathology, and the diversity and dis- 
parity of agency records, in the past have 
seemed to impose insuperable obstructions 
to the establishment of community rates, 
for either the totality of disordered be- 
havior or most of its principal symptomatic 
segments. Yet this is prerequisite to the 
development of any program for preven- 
tion and control, for it makes it possible 
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to acquire knowledge about such epidemio- 
logical characteristics as volume, spread, 
distribution and intensity. 

The simple fall or rise of rates does not 
give a precise test of the effectiveness of a 
program, but does provide the factual back- 
ground against which a test must be devised. 
However, the ultimate interest of the citi- 
zens of a community, it hardly need be 
pointed out, is not primarily in program 
methodology but in whether their prob- 
lems are getting better or worse. The rate, 
and its fluctuation within the community, 
also is a constant stimulus to inquiry and 
research; comparative rates of other com- 
munities are even more so. For example, 
during the month of the three initial plan- 
ning studies, the prevalence rates of dis- 
ordered behavior per 1,000 families were 
27 in San Mateo County, 26 in Winona 
County, 46 in Washington County. 

Part of the higher rate in Washington 
County can be accounted for by differences 
in legal and administrative procedures that 
can be identified and discounted, but part 
is undoubtedly owing to factors in commu- 
nity pathology. Our own studies were not 
of sufficient depth to do more than provide 
clues; obviously these and other clues like 
them must be the focus for further research 


if community planning is to achieve a scien- 
tific base. 


PREVALENCE AND INCIDENCE 


The above rates raise a debatable question: 
Is prevalence or incidence of greater epi- 
demiological significance to this problem? 
Prevalence rates generally have greater sig- 
nificance in indicating chronic conditions 
_ where the duration is long and the annual 
accretion relatively small. Incidence rates 
usually are more significant for acute con- 
ditions lasting for short periods. 
If one judges by the way administrative 
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agencies handle their cases and keep thei 
records, the problem of disordered behavior 
presents a mixture of acute and chroni 
conditions. Commitments to mental h 
pitals and correctional institutions, together 
with the placement of children either in 
institutions or foster homes, reflect care over 
fairly long periods. Over a third of San 
Mateo’s annual prevalence is accounted for 
by such cases. In institutions the indi 
vidual is controlled and supervised; he i 
not free to produce further episodes, In 
contrast, those involved in minor crimes, 
misdemeanors, truancy, juvenile delin} 
quency and divorce are treated episodically 
—either dealt with immediately or put in 
detention or on probation for relatively’ 
short periods. Family incidence of such 
behavior constitutes about three-fourths of 
San Mateo’s annual workload; obviously] 
there is overlapping between these two pit 
portions. The evidence suggests, howevel, 
that many of these episodes actually reflect 
a chronic condition. In 1956 two-thirds of 
the “new” cases coming to the juvenile div : 
sion of the Probation Department weti 
from families dealt with in prior yeah 
Similarly, a quarter of the families know! 
because of minor crimes, misdemeanors anti 
divorces had been previously known to of 
ficial community agencies. am 
In Table 1, which shows annual incident), 
and prevalence rates of disordered behav?! 
in 1956, one finds the basis not only fot 
determining the total number of familiés) 
with disordered behavior with whom kec f 
agencies worked during a 12-month peri? 
but also for determining the sd 
amounts of care given to the vanie 
problems. y 
A special value of both rates is that i . 
dramatize the large volume of trafic ach 
symptomatic behavior dealt with by a 
community’s adult judicial and pola 
system—divorces, official separations 


TABLE 1 
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Annual incidence and annual prevalence of disordered behavior 


in San Mateo County, 1956 


ANNUAL RATES 


PER 1,000 FAMILIES 


BEHAVIOR CATEGORY 


INCIDENCE PREVALENCE 


PERCENTAGES 


INCIDENCE PREVALENCE 


Adult disorders 13.9 
*Major crimes 1.6 
*Minor crimes and misdemeanors 8.9 
Mental illness (institutionalized) 3.8 

Marital disorders ** 

Divorce, desertion, separation 9.8 
Separated children 17 

Child disorders 6.1 
*Youthful unsocial behavior 5.8 
Separated children 0.4 

* In correctional institutions (included 

in adult and child disorders) 2.0 
Adult 1.5 
Child 0.5 

All types of disordered behavior 29.3 


; ** Unduplicated count not available. 


 desertions, 


and minor crimes and misde- 


 Meanors (which constitute the great bulk 


of the overall crime classification). These 
two categories account for 64% of the an- 
nual incidence of disordered behavior, 
54% of the annual prevalence. Generally 


speaki rhe P 
Speaking, communities have ignored com- 


pletely this large area of symptomatic be- 
Bis in planning therapeutic services. 
© see also from this table that in three 


Categori 
«comes the annual prevalence rate (as 


indicati È 
‘cative of the amount of care or service 


 ș quired) is very much higher than annual 


ane (that is, frequency of occurrence). 
a ca of mental patients it is nearly 
Ose in S higher; it is twice as high for 
Rea io care and also for sepa- 
Ten. As symptoms of disordered 


22.2 47.4 49.9 
1.9 5.2 4.3 
11.0 ` 30.6 25.0 
9.6 12.9 21.5 
12.8 33.6 28.9 
3.5 5.9 7.8 
10.1 20.8 22.7 
9.1 19.8 20.4 
1.1 1.3 2.4 
4.0 6.7 9.0 
3.4 5.2 7.6 
0.8 1.5 1.8 
44.4 100.0 100.0 


behavior are now handled, these are the 
long-time or “continuing care” categories. 
Others are dealt with as episodes come to 
the attention of the community and its 
agencies. 

These apparent differentials between 
acute and chronic in community rates also 
are reflected in the distribution of costs. 
The total expenditure in San Mateo in 1956 
on account of disordered behavior was 
$3,497,000 ($9.44 per capita of the popula- 
tion). Of this total amount 70.5% was 
accounted for by these three high-preva- 
lence categories: mental illness as indicated 
by institutional admissions (45.7%); those 
receiving care in correctional institutions 
(15.1%); and child placement (9.7%). 

Although the low-prevalence (but high- 
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incidence) categories account for only 
29.5% of the total cost, it should be pointed 
Out that there may be long-range cost fac- 
tors to be examined. For example, various 
members of one family brought before 
adult or juvenile courts half a dozen times, 
and repeating this again and again in suc- 
ceeding years, may cost the community just 
as much or more than a traditionally-desig- 
nated chronic case committed for relatively 
long-term care. 

By the end of 1956, the cumulative inci- 
dences of disordered behavior had climbed 
to nearly 11,000 families (9% of the current 
family population). In other words, to the 
2,900 families identified in the initial 
prevalence study of January 1954 had been 
added an annual average of about 2,700 
families. Taken by itself this fact has little 
meaning, except perhaps eventually to give 
clues as to the proportion of the popula- 
tion likely to be “attacked” at some time 
by the “disease” of disordered behavior. 
But the necessity of maintaining this cumu- 
lative roster from which to devise annual 
Yates provides a gold mine of information 
available for productive digging by imagin- 
ative researchers. To cite only one instance, 
in not too long it will be possible to answer 
the question from these rates: Is there a 
social inheritance of pathological behavior 
from one generation to another? and if so, 
to what degree? 


CHARACTERISTICS OF FAMILIES 
WITH DISORDERED BEHAVIOR 


Age. With one categorical exception, dis- 
ordered behavior is a pathological condi- 
tion of youth and middle age. The excep- 
tion is mental illness of a severity requiring 
institutional commitment. Among adult 
heads of families involved in all episodes 
of disordered behavior, 70% were under 
45 years of age. Commitments because of 


164 


mental illness account for only 11% of the 
annual incidence of disordered behavior 
among family heads; of these, fewer than 
half (47%) were under 45. Of family heads | 
involved in all other adult disorders, 86% 
were under 45; of those in families having 
marital disorders, 85% were under 45. 
The heavy concentration, 76%, of adult 
disorders (exclusive of mental hospital com: | 
mitments) is in the age brackets of 18 to 44, 
Most child disorders, 92%, are in the years 
between 12 and 17; of the children sep 
rated from their own homes, 43% are under 
10, 27% are 10 to 14, and 30% are 15 to I7. 
Most marital disorders, 69%, are concen: 
trated in the years between 25 and 44. 


Family structure. Disordered behavior is 
also a condition associated with family 
structure deviant from the normal. As can 
be seen in Table 2, there are more 1-person 
families, many more broken families with 1 
children, and fewer where both parents are 
in the home, in the disordered behavior 
load, than in the total San Mateo populi: 
tion. | 
Some qualification of the data on family 
structure is necessary. Family information 
from mental hospitals, judicial and cortet 


TABLE 2 


Family structure comparison 
E NT i E 


PERCENTAGES 

ALL DISORDERED 

SAN MATEO BEHAVIOR 

TYPE OF FAMILY FAMILIES FAMILIES 
l-person family 18.6 26.6 

Families with children 

Both parents 40.9 20.8 
Broken 4.1 24.0 
Other adult families 36.4 28.6 
Total 100.0 100.0 


tional authorities was sparse, or entirely ab- 
sent at the time of the original study. 
During the course of the project the State 
Department of Mental Hygiene made spe- 
cial efforts to obtain family identifying 
data, and this is now believed to be quite 
accurate. This was not possible with the 
judicial and correctional authorities; family 
data in much of their administrative re- 
cording are negligible and could not be sup- 
plemented within the resources of the 
project. To what extent the 1-person fami- 
lies in these categories actually have no 
family ties in San Mateo is still uncertain. 


Mental illness vs. character disorders. 
Obviously, knowledge about relative distri- 
bution among mental illness (psychoses, pre- 
psychotic or other severe conditions), men- 
tal deficiency and character disorders of the 
total disordered behavior load is of high 
importance from the standpoint of both 
pathology and planning. The schedule on 
Which the agencies reported called for this 
information, but almost none had it except 
the mental health agencies. Practically 
Speaking, this meant the state hospitals, 
Since the two local psychiatric clinics have 
Contact with no significant number of dis- 
ordered behavior families. 

The only firm fact yet available, there- 
fore, is that in the total annual prevalence 
load 24% are cases of mental illness and 
retardation severe enough to require ad- 
Mission to the state institution. One other 
clue is available. The 231 families worked 
TN the Family Center were selected from 
tie in the total load believed to reflect 
Hee, Severe family pathology. Among 
a ‘amilies, severe mental illness was 
PR a ae either in the family heads 
ae e children. CRA’s general expe- 
teste , ne well as that of others, would 
eee at character disorders considerably 

igh severe mental illness in the total 
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load, but even a shrewd guess as to the 
relative proportion is as yet impossible. ~ 


Indigency. Indigency (that is, dependency 
and illness requiring subsidized community 
health services) is much more prevalent in 
disordered behavior families than in the 
total community—in 27% of disordered be- 
havior families, in 6% of all families in the 
community. On the other hand, disordered 
behavior is not predominantly derived from 
families of sub-marginal income status: 73% 
of the families involved were economically 
self-sufficient as compared with 27% who 
were dependent or medically indigent. The 
factor of indigency is considerably higher, 
however, among families with children— 
in 46% of disordered behavior families with 
children, in 5% of all families with chil- 
dren. 


Multi-problem concentration. In the in- 
itial study 40% of the community’s total 
cases of maladjustment were identified as 
multi-problem families, using the original 
definition of the 1948 St. Paul study (that 
is, families with some combination of the 
three major problems—dependency, _ ill 
health and maladjustment). The decision 
to concentrate on the precisely defined 
problem of disordered behavior helped 
clarify the fact that separate symptoms of 
maladjustment actually are dealt with as 
separate problems by separate agencies, and 
that these multiple concentrations were no 
less indicative of “multiplicity” than those 
including dependency or disability. 

With this base, 48% of the cases of dis- 
ordered behavior proved to be multi-prob- 
lem families. In a quarter of these the 
concentration was exclusively in the dis- 
ordered behavior categories; in the re- 
mainder it was combined with the other 
major problem categories—dependency and 
ill health. 
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CHARACTERISTICS OF 
THE COMMUNITY PROGRAM 
7 


What is done about disordered behavior in 
San Mateo County presents a curious mix- 
ture of segmented state and local activity, 
along with some slight combinations of the 
two; of complete disregard for large blocks 
of cases by everyone except the police and 
the courts; and a great, but confused, 
anxiety about constructive service to other 
segments, The same would be true for any 
other county in the United States. 

The state's primary concern in the area 
of disordered behavior is with mental ill- 
ness and mental deficiency, through its state 
hospitals; with a portion of adult crime, 
especially major crimes, through its adult 
correctional institutions; and with a very 
small part of juvenile delinquency through 

the Youth Authority. These responsibili- 
ties are discharged for 24% of the annual 
prevalence load, and because they all entail 
very expensive long-term care they repre- 
sent 50% of the annual cost. 

The county’s primary responsibility in 
this area is for all incidents of crime— 
especially minor crime and misdemeanors— 
which do not result in commitment to the 
State adult correctional institutions; for all 
child disorders, except the relatively small 
numbers of juvenile delinquents committed 
to the Youth Authority; for all separated 
children; and for adjudications concerning 
divorce, desertion and separations. This 
accounts for 76% of the families in the an- 
nual prevalence load and the remaining 
50% of the cost, 

The small overlap of state and local ac- 


— 
6 During the later stages of the project, plans be- 
gan to take form to improve coordination of local 
psychiatric inpatient and outpatient services with 
the processes of admission to the state hospitals. 
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tivity is mainly in the administrative 
processing of cases for admission to the state 
hospitals, and in transferring and commit 
ting of cases from local juvenile detention 
or probation to the State Youth Authority, 

In epidemiological analysis, however, the | 
important question should be what thera 
peutic service is now rendered with the in- 
tent either 1) to intervene to prevent fur f 
ther deterioration or 2) to rehabilitate toa f 
higher level of social functioning. We be } 
lieve it fair to say that all of California’ | 
state hospital and correctional services ate 
now organized with a therapeutic purpos f 
—that is, to “treat” the case to the best of } 
their ability with the resources at their dis- 
posal. They are at the forefront of state} 
services in these fields. With the excep f 
tion of juvenile cases transferred to the 
Youth Authority, however, there is no con 
structive intervention at the local level with 
the intent to prevent the necessity for com: 
mitment. The processes of commitment to i 
the state hospitals have been strictly rol | 
tine; perhaps the commitment of crim 
inals to the adult correctional authority 1 
inevitably determined by the severity of the | 
sentence. Rehabilitation has been a stati 
goal, but only after symptomatic evident’ {f 
of the severest types of pathological bi 
havior. 

In the county, it is fair to say that ti 
is no therapeutic service for the large blo 
of cases involving divorce, minor crimes ay 
misdemeanors. There is humane. i 
efficient law enforcement; but there a 
therapy. On the other hand, beyond q" ef 
tion the services of the probation dep’ 
ment, the health and welfare department 
the guidance division of the county s$% 
department and other community | 
agencies are therapeutic in their 19 a 
The community supports these agencies 
cause it expects them to do something 


tent 1 


structive beyond enforcing legal penalties 
or procedures. 

Consequently, families in the total an- 
nual workload are served approximately as 
follows: 24% by state agencies with thera- 
peutic intent; 24% by local agencies with 
therapeutic intent; and 52%, by local 
agencies with non-therapeutic intent, Of 
the families in the local workload alone, 
81% receive therapeutic service and the 
other 69% do not. 

Moreover, practically all local service is 


rendered on account of the community's 


anxiety about children. Its two main con- 


' cerns have been with child disorders—de- 
_ linquency and truancy—and with children 


who must be separated from their homes 
and placed in institutions or foster homes. 

In the families of these children, to be 
sure, are found adults who have committed 


Major or minor crimes and adults who have 


deserted, been divorced or separated. In 
the initial study of prevalence it was found 
that through these recipients of child care, 
local therapeutic service “seeped in” to 


< 19% of all families with adult and marital 


disorders; the remaining 81% received no 


| therapeutic service. However, any service 
 Tendered to families with these adult prob- 


lems is primarily on account of their chil- 
dren, 


The reasons for community concern 


about children whose behavior or condition 


Bij 


is falling below accepted social standards 


i ™ obvious and need no elaboration or jus- 


ification. But such exclusive or near-exclu- 
ae therapeutic attention disregards a much 
arger segment of behavior unquestionably 
fp promatic of personal and family patho- 
ie Conditions of real community con- 
= and distorts etiological perspective. 
ie ae intervention in child disorders 

7 placement can be successful only 
aas back to a concern about the 

ies from which these children come. 
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A FOCAL POINT 


This near-exclusive concentration of local 
therapeutic service on child problems also 
assumes new significance when related to 
the factor of recidivism. In this project, 
for the first time anywhere, opportunity 
was afforded to collect accurate data about 
the degree to which recidivism accounts not 
only for the total volume of disordered be- 
havior but also for the principal sympto- 
matic behavior toward which the commu- 
nity’s programs are directed. “Recidivism” 
as used here applies to the family, not the 
individual. It means simply that either the 
family as a unit or some member of it has 
come up for official action more than once 
during the period covered by the project 
data. 

During the three years of the project 
18.5% of all the disordered behavior fam- 
ilies (10,954) with which the community 
was concerned were repeaters. This repre- 
sents 1.7% of all families presently in the 
community. They accounted for 40% of 
all the instances requiring official action 
during the period of this research, In 
Table 3, annual prevalence refers to the 
total number of cases in agency workloads 
at any time during the year; annual inci- 
dence refers to the total number of episodes 
arising during the year. The table shows 
how significant recidivism is from either 
point of view. It also shows that recidivism 
is a much more important factor in some 
categories than in others. 

It is apparent that recidivism, whether 
measured by prevalence or incidence, occurs 
more often in the two categories concerned 
with children than in any of the others. 
The fact is that families with children ac- 
count for 78% of all recidivist families. By 
definition, they account for 100% of all re- 
cidivist families in the subcategories of 
“child disorder” and “separated children.” 
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TABLE 3 


Recidivism among disordered behavior categories 


a j 


BEHAVIOR CATEGORY 


Adult disorders 
Crime (major and minor) 
Mental illness (institutionalized) 


Marital disorders 
Adult 
Separated children 


Child disorders 
Delinquency, truancy, dropouts 
Mental illness (institutionalized) 


Total recidivist families 
Total number of families 


5,554 
[Mire anit Se —e | 


Of the recidivist families in the “adult 
disorder” categories, 54% are families with 
children. 

These data make crystal clear that “re- 
peater” families are most highly concen- 
trated in the two categories in which local 
therapeutic service also is concentrated. 
They are responsible for 67% of the preva- 
lence and 58% of the incidence of child dis- 
orders, and for 87% of both the prevalence 
and incidence of separated children, 

From these facts, one might argue that it 
was a lucky accident which focused the 
community's therapeutic attention on the 
very point where the Symptoms of unsatis- 
factory social behavior most repeatedly 
erupt; or that there is less than convincing 
evidence of the therapeutic value of the 
community’s hard-won services, Such fruit- 
less arguments miss the real point: the high 
concentration of the total problem in re- 
cidivist families now gives a known and 
readily identifiable base from which to Te- 
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PERCENT OF RECIDIVISM 


——— eee 
3-YEAR 


PREVALENCE INCIDENCE 
ROSTER IN 1956 IN 1956 
20.7 25.3 25.5 
21.3 25.9 23.3 
19.6 23.9 29.7 
19.4 30.8 19.7 
79.4 86.9 87.5 
43.8 62.7 69.8 
46.8 66.8 57.9 
20.8 24.2 27.8 
18.5 $2.8 26.8 


10,954 3,658 | 


focus community strategy, method and 
policy in order to put to better use E | 
service already available to prevent an 

control a very substantial segment of the 
total problem. j 

Thus, in overall perspective we begin t0 
see some of the community-wide characteti 
istics of disordered behavior with which 4 
budding epidemiological science must mor 
effectively come to grips. 5 

Annual incidence and prevalence aa 
of 29 and 44 per thousand families in i 
population measure, for the first time, E 
substantial importance of disordered 
havior to community planning. 

On the surface it reflects a mixture i 
acute and chronic conditions with n 
respective volume and cost apparently p 
reverse relation to each other. Many S8! i 
however, indicate that much of the one 
matically acute condition actually is cht 
—and costly. i 

Except for aging mental cases, diso 


of 


dere 
| 


havior is a problem of youth and middle 
‘age. Although indigency is an important 
factor, the problem is not predominantly 
one of indigency. Neither in its totality 
10 in its symptomatic segments can dis- 
ordered behavior stand in splendid isola- 
tion; multiple problems, multiple symp- 
‘toms and multiple services are present in 
“more than half the cases. 

State services with a therapeutic intent 
are concerned primarily with adults, similar 
ocal services primarily with children. 
aken together, they cover only 48% of 
the annual workload. 

C A small group of recidivist families, 1.7%, 
‘the population, account for 40% of all 
behavioral episodes officially dealt with. 
they are heavily concentrated in child dis- 
Orders and separated children—the two 
Main points at which the community now 
des its therapeutic efforts. These facts 
ut recidivism now should serve as a focal 
it in reorienting and reorganizing for 
ter operative goals. 


$ by the staff team of the project’s 
y Center was expected, among its 
Tal other purposes, to provide materials 
T Bteater depth about psychosocial patho- 
£ cal conditions in the multi-problem, or 
divist, families on which therapeutic 
fIVices of the community now are so largely 
eoncentrated. In many respects this re- 
red Plowing new ground. The general 
teristics of disorganized family life 
lave been described by sociologists, anthro- 
gists and other scientists as well as by 
| Caseworkers themselves, But rarely, 
Y has family symptomatology been 
= and analyzed with any precisely 
> ant relationship to the processes of 
esis and treatment. The logical an- 
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alysis developed in this and other CRA 
projects, while obviously leaving much to 
be desired, represents an attempt to deal 
with pathological symptoms at three levels 
of accelerating relevance to diagnosis and 
treatment: namely, official symptomatology, 
disfunctional symptomatology, diagnostic 
symptomatology. 


SELECTION AND 
GENERAL CHARACTERISTICS 


As originally planned, the Family Center 
cases were to be selected from seriously dis- 
organized families who reflected the severity 
of psychosocial pathological conditions re- 
sponsible for a substantial portion of the 
total problem. There were two reasons for 
this: First, comprehension of pathological 
conditions is most readily derived from 
their more severe manifestations. Second, 
practically speaking, this was the group on 
which the community was spending a large 
part of its service money. In practice, re- 
cidivism, by definition an indication of 
multiple and multiplying problems, ini- 
tially proved the easiest and we are now 
convinced the best characteristic by which 
to identify this group. 

Originally it was hoped that these cases 
could be generally representative of all 
categories in the disordered behavior load. 
This depended on obtaining the coopera- 
tion of state and local agencies in provid- 
ing case record material for the diagnostic 
workup and in implementing the formu- 
lated treatment plans. However, practical 
working plans with the state agencies did 
not eventuate, and for the large block of 
cases dealt with exclusively by the local 
courts and law enforcement agencies there 
simply were no casework records and no 
casework service. For these reasons the 
Family Center cases actually came from 
that part of the total load on which local 
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therapeutic services are focused. Child dis- 
orders (delinquency, truancy, school drop- 
outs), or “separated children” were present 
in all but 38 of the 231 families. 

Of the 231 families eventually worked up 
by the Center 201 were recidivist. Although 
not a perfect random sample of all recidi- 
vist families with children, they covered 
16% of all those where any episodes oc- 
curred in 1955 and 1956; and they covered 
22% and 25% respectively where episodes 
occurred in the categories of child disorders 
(juvenile delinquency, truancy, school 
dropouts) and separated children. 

The proportion of these families who 
were also indigent, 46%, was higher than 
in the total load; the other 54% presented 
disordered behavior problems only. Both 
parents were in the home in 67% of the 
families; the mother only in 29%; the father 
only in 2%; both were out of the home in 
2%. The heads of only 7 families were 
under 25 years of age; only 15 were over 55. 
The heaviest concentration, 113 or 49%, 


TABLE 4 


was in the 35 to 45-year age group. The 
average of 3.4 children per family is some- 
what larger than the average for the general 
population. 


OFFICIAL SYMPTOMATOLOGY 


The truest and easiest identification of 
symptomatology in these families is by 
means of the official categories by which 
disordered behavior is defined. Although 
these families were served primarily on 
account of their children, the families 
themselves presented problems from all the 
officially defined disordered behavior cate- 
gories—an important consideration in 
planned effective therapy. 

The heavily weighted multi-problem 
characteristics of the two psychosocial dis- 
orders involving children, toward which the 
local community now directs the main 
stream of its therapeutic effort, are ap- 
parent from Table 4. Delinquency was a 
problem in 162 of the 231 families; 66 fami- 


Problem distribution among 231 Family Center cases 


BEHAVIOR CATEGORY NUMBER PERCENT 
Child disorders 168 73 
Delinquency 162 70 
‘Truancy 24 10 
School dropouts (non-economic) 50 22 
Mental illness (institutionalized) 3 1 
Marital disorders 153 66 
Divorce, desertion, separation 72 31 
Separated children 87 37 
Adult disorders 116 50 
Adult misdemeanors 43 19 
Abuse, neglect, nonsupport, etc. 30 13 
Major and minor crimes 23 10 
Mental illness (institutionalized) 19 8 
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lies presented problems of truancy or school 
dropouts or both. But in only 22 (10%) 
of the families was delinquency the only 
problem, and in only 5 (2%) were the 
school disorders not combined with delin- 
quency. There were 87 families where chil- 
dren were separated from their own homes; 
in only 10 (4%) was this the only problem. 
These multiple characteristics explain the 


fact that 49% of the families were currently . 


receiving service from four or more agency 
programs at the time of the Center's diag- 
nosis—some from as many as 12. 

The chronic nature of these episodes is 
evidenced by the fact that 60% of the fami- 
lies in which delinquency was a problem 
had been known by some official agency at 
least two years before the Center’s diag- 
nosis, and 30% had been known five years 
or more. 

Perhaps the most significant deduction 
from the dispersion of all categorical dis- 
orders throughout these families is the im- 
pressive testimony given to the need for a 
family diagnosis and treatment plan, even 


though initial concern may be primarily . 


with the children. 


DISFUNCTIONAL 
SYMPTOMATOLOGY 


More perceptive and of greater utility is a 
classification of symptomatology developed 
by the Family Center based on the way and 
degree to which these families were per- 
forming certain functions expected of them 
by society. Among such functions three 
were judged essential to successful social 
living: 


© Marital functions: basic compatibility 
and helpful reciprocity between the male 
and female partners in all aspects of the 
Sexual, domestic and social interpersonal re- 
lationships, 
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@ Child-rearing functions: the bearing and 
rearing of children in a relationship con- 
ducive to physical well-being, emotional de- 
velopment, socialization and education. 


© Economic functions: the adequate pro- 
duction and management of income. 


Disfunctioning of course is the opposite 
of successful functioning. Inherent in this 
classification is the assumption that failure 
in any of these functions has a pathological 
or at least an unsatisfactory impact on not 
only the family as a whole but the behavior 
of the individual adults and especially the 
children. 

It was the judgment of the Center staff 
that in the 231 families substantial failure 
to perform these functions was present in 
the proportions shown in Table 5. | 

In view of the community's concentra- 
tion of therapeutic service on the problems 
of children, the outstanding fact is that in 
98% of these families there was parental 
failure in performing the child-rearing 
functions. Of no mean significance is the 
corollary fact that in a substantial portion, 
39%, the two parents did not get along 
with each other. In many instances their 
frustration, derived from dissatisfaction 
with their own sexual and personal rela- 
tionships, was “taken out” on the children. 
The smallest proportion of failures (25%) 


TABLE 5 


Family Center cases: 
family disfunctioning 


AREA OF DISFUNCTION NUMBER PERCENT 
Child-rearing 227 98 
Marital AE 39 
Economic 58 25 
One or more areas , 231 100 


was in the economic functions of income 
production and management. 


Impairments. Correlated with these failures 
in family functioning were a series of im- 
pairments in the adult partners—in their 
moral and social standards, in the structure 
and setting of the family, and in their mari- 
tal history—which were believed to be re- 
lated to the etiology of their failures in 
functioning. 

Such impairments in the adult partners 
believed to correlate with family function- 
ing included: 1) serious physical disability, 
mental deficiency, psychotic or prepsychotic 
conditions; 2) a hostile, amoral attitude 
toward social laws and customs, and the 
encouraging or condoning of antisocial acts 
by the children or other members of the 
family. 

Structural impairments to family func- 
tioning included homes broken by divorce, 
desertion or separation and the two char- 
acteristics of plural marriages (when one or 
both partners had been married previously 
and when there were children of these 
previous marriages in the current home). 

These different types of corollary impair- 


TABLE 6 


Family Center cases: individual 
and family impairments 


TYPE OF IMPAIRMENT PERCENT 
Adult impairments 
Intrinsic (physical and mental) 36 
Social (negative toward authority) 38 
Family impairments 
Family composition 39 
Previous marriages 58 
Children of previous unions in home 47 
Total 76 
One or more listed impairments 93 
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ments were distributed through the 231 
families in the proportions shown in 
Table 6. 

Presumably serious mental conditions ap- 
pear as a contributing factor in 23% of 
the parents, although it was found among 
both adults and children in 29% of the 
families. Mental deficiency was present 
in only 3% of adults and 5% of the families. 
In relatively few of the cases was physical 
illness of a disabling nature. 

The Center staff believe, however, that 
two symptomatic impairments are of pri- 
mary significance in family disfunctioning. 

The first is the inability of parents to 
accept social standards as they are author- 
itatively expressed through established law 
and custom, their tendency to condone, 
often encourage, illegal unsocial behavior 
by other members of the family. 

The second is to be found in plural 
families—especially those where children 
of both the present and a previous mar- 
riage are in the home, In these families the 
husband must function as a father for his 
own children and as a stepfather to his 
wife’s children. The mother, on her part, 
not only has special feeling for her own 
children, but as stepmother to her husband’s 
children is faced with a new set of values, 
not only in relation to different sets of 
children but to her husband. The read- 
justment facing all family members under 
these complex circumstances could tax the 
best integrated personalities. Obviously, 
the best integrated adults seldom head 
these recidivist families. 

With this emphasis on the pathological 
significance of disfunctional symptomatol- 
ogy it is not surprising that the staff of the 
Family Center—representing the composite 
skills of social casework, psychiatry and 
psychology—agreed that “the parents of 
these children had grossly failed to realize 
their own capacity for social adjustment 
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during the developmental sequence of their 
own childhood. As a result they frequently 
are so preoccupied with their own chronic 
personal problems and marital struggles 
that they are unable to offer their children 
the necessary minimum of attention and 
care; they do not function as parents in any 
real sense . . . interpersonal relationships 
had been severely disturbed over a long pe- 
riod; processes of observable disorganiza- 
tion within the family often was of long 
standing . . . their children in varying de- 
grees are seriously deprived and damaged 
emotionally and they become ill equipped 
to achieve a reasonably good personal ad- 
justment. Consequently these children 
tend to develop into adult persons whose 
potentiality for successful parenthood is 
severely limited.” 


DIAGNOSTIC 
SYMPTOMATOLOGY 


The thought that distinctive patterns of 
family behavior can be identified, that they 
recur over and over again in the cases 
which come to social agencies, is not new. 
Behind that thought is the hope that iden- 
tification of these patterns would mark a 
great step toward more precise diagnostic 
thinking and give clearer clues for etiologi- 
cal research. It was partially to try to 
identify these symptomatic groupings that 
the concurrent CRA research project re- 
ferred to earlier in this report was launched, 
to produce materials relevant to family 
diagnosis and treatment. 

In the later processing of these materials 
the concept of a basic norm of family be- 
havior began to take form and shape, from 
which there were believed to be pathologi- 
cally deviant family patterns. Each of these 
deviants is conceived to be identifiable by 
distinctive syndromes of reasonably precise 
symptoms of behavior. They also are be- 
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lieved to represent a continuum toward 
decreasing capacities to master the emo- 
tional and practical tasks of everyday living. 
These pathological types had emerged in a 
sufficiently clear diagnostic form toward the 
close of the San Mateo project to make 
possible a recasting of some but not all 
of the data used in analyzing the 231 cases. 

The four pathological family types may 
be characterized briefly as follows: 

Using Type 1 as the “normal” family, 
Type 2 is the anxiety-ridden family, beset 
primarily with internal emotional difficul- 
ties. They are often aware of their trouble 
and tend to seek help from the voluntary 
social agencies and mental health clinics. 
However, they do not tend to act out their 
emotional difficulties in behavior of which 
the community must take notice. Conse- 
quently, they rarely fall into the categories 
of disordered behavior with which this 
report is concerned. 

Type 3 is the socially ineffective and 
unstable family. Generally they mean to 
conform to society’s requirements but lack 
the capacity to do so. They are likely to 
follow a short-sighted “live it up” policy. 
They try to solve their difficulties by de- 
fault—by running away from them. Thus 
their behavior is not aggressively antisocial 
but takes the form, in adults, of desertion, 
non-support or neglect, and in children of 
running away, truancy, begging and similar 
delinquency. 

Type 4 is the parentally irresponsible 
family. In matters of support, income 
management and adult behavior they tend 
to be socially conforming and frequently 
quite effective. They do not break up their 
marriages, despite failure in their sexual re- 
lationships. In their overt behavior, what 
stands out sharply is their attitude toward 
their children and their way of bringing 
them up. This manifests itself in emotional 
exploitation of the children rather than 
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neglect, and reveals great disfunctioning in 
child-rearing. These are the parents who 
tend to blame the school for their children’s 
problems, which are manifested in truancy, 
dropouts, extreme aggression toward other 
children, sexually deviant behavior and 
stealing. 

Type 5 is the nonconforming, hostile 
family. These families have an aggressive 
disregard for the social codes and require- 
ments of the community. Marital relations 
often mean exploitation of the partner. In 
families where the father is the dominant 
personality he is likely to encourage and 
promote antisocial activity. Where the 
mother dominates there is often open defi- 
ance of law and school authority interven- 
tion. Adult behavior is characterized by 
exploitation of others, crimes such as em- 
bezzlement, grand larceny, burglary and 
incest. Among the children, stealing and 
sexual promiscuity are common. This is 
the type of family in which psychoses in 
parents and children are most frequently 
found. 

It should be said that the staff of the 
Family Center found no great difficulty in 
identifying these basic patterns among the 
231 families. They fall in the following 
Proportions: 3% Type 2; 33% Type 3; 
32% Type 4; 29% Type 5. Of the 231 
families, 3% were not classified. 

Type 2 is so close to “normal” behavior 
that it did not stand out in any significant 
fashion among these seriously disorganized 
families, and was not expected to do so. 
Table 7 shows, in terms of the three main 
types of family disfunctioning developed by 
the San Mateo staff, the distribution among 
the three more severe pathological types. 

Although failure in child-rearing is seen 
to be a common symptom of all family 
pathology, this expresses itself in particu- 
lar and distinctive ways in each type which 
are not reflected by this table. Marital 
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TABLE 7 

Family Center cases: distribution of 
types of family disfunctioning 
among three pathological groups 


PERCENTAGES 
AREA OF 
DISFUNCTION TYPE 3 TYPE 4 TYPE 5 
Child-rearing 99 99 97 
Marital 46 24 51 
Economic 29 8 37 


disfunctioning appears somewhat less in 
Type 3 families than in those of Type 5, 
but there are further distinctive symptoma- 
tic expressions, again not reflected in this 
table. For example, it is characteristic of 
the Type 4 families that the parents do not 
overtly manifest their marital difficulties 
and that the marriages do not break up. 
Economic disfunctioning is greater in 
Type 5 families than in either of the other 
two severe pathological types. Type 4 fami- 
lies show comparatively less economic and 
marital disfunctioning; indeed a tendency 
toward disfunctioning exclusively in child- 
rearing is the distinctive characteristic of 
this class. 

In summary, each of these three ap- 
proaches to the classification of symptoma- 
tology has its own distinctive values. Taken 
together they indubitably portray a constel- 
lation of severe pathological processes at 
work in the personalities of the adult part- 
ners—in their interpersonal relationships, 
in the discharge of their responsibilities to- 
ward their children and in the newly 
forming child and adolescent personalities, 
who ultimately will become the parents of 
another generation. Thus the intensive 
diagnostic workups of the Family Center 
served the first purpose in portraying a pic- 
ture of pathological depth, complexity and 
distinguishable variety, 


a 


In the remaining sections we turn to 
materials resulting from other purposes 
which the Family Center’s intensive work 
was designed to serve—as a laboratory to 
create and test methods for: 


© Classifying cases by rehabilitative poten- 
tiality and related levels of treatment. 


@ Systematizing more effectively the basic 
therapeutic processes of family diagnosis, 
treatment formulation and execution, prog- 
nosis and evaluation. 


© Coming to grips with problems of inte- 
grating services. 


POTENTIALITIES 


This picture of pathological complexity 
and severity gives a dim view of the poten- 
tiality for preventing further depreciation 
of the community’s cultural standards and 
values by these 231 families. 

In the light of experience, however, mem- 
bers of the staff of the Family Center con- 
cluded with a brighter outlook: “The final 
psychosocial evaluation revealed more po- 
tentialities for constructive service than 
might otherwise be thought to exist. With 
the most difficult family situation it can- 
not be expected that marked internal 
change can be achieved. Nethertheless, it 
is possible to work with even these families 
in such a way that the impact on the com- 
munity is modified.” 


CRITERIA 


A major undertaking of the intensive case- 
work activities of the project was the 
attempt to devise a means for precisely 
Measuring those possibilities. Operationally, 
this effort was concentrated at two points: 
at the time of initial diagnosis the Family 
Center staff made a prognosis or prediction 
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as to whether the cases could “improve,” 
“net change,” or “deteriorate.” At the 
conclusion of the project each case was 
evaluated to determine what actually had 
happened. _ } 

The crux of the matter, of course, was 
the development of precise criteria that 
could be used uniformly as a basis for both 
prognosis and evaluation. It cannot be 
said that the results were wholly satisfac- 
tory. Nevertheless, two sets of criteria did 
begin to cut through the complex issues 
involved in evaluating behavioral change 
in relation to movement toward defined 
goals—heretofore a morass of personal pre- 
dilections and conjecture. 

Obviously, the underlying base from 
which improvement or deterioration in 
these recidivist families must be measured 
is whether or not they produce more or 
less disordered behavior. This is subject 
to objective measurement, not personal 
judgment; to reduce such behavior is the 
reason the community provides money to 
its agencies for therapeutic services. 


Episodes, Therefore, establishing a first 
set of criteria for measuring change in these 
families, the project staff decided to use 
one episode by one person in any cate- 
gory as a statistical unit for episodic criteria. 
If at the time of diagnosis three members 
of the family were involved in three epi- 
sodes in any of the categories and at evalua- 
tion only two members had been involved 
in two episodes in the interim period, the 
situation had improved. In reverse, if four 
members had been involved in four epi- 
sodes, the situation had deteriorated. If 
the same number appeared at evaluation, 
there had been no change. - 

Although the reduction of incidence and 
prevalence is an ultimate goal, exclusive 
use of these criteria as a means of measur- 
ing progress or the lack of it had certain 
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limitations when applied in this project. 
The project was of relatively brief dura- 
tion: 15% of the cases were known six 
months or less; 31% six to twelve months; 
54% twelve months to 18 months. While 
episodes of delinquency in the same family 
may occur quite frequently, children sepa- 
rated from their own homes are likely to 
remain in foster homes or institutions for 
fairly long periods. Episodes within the 
latter category and others involving more 
chronic family conditions were much less 
likely to be repeated during the project 
period. Again, while a delinquent child on 
probation for six or twelve months is free in 
the community and actually may commit 
further delinquencies, these frequently are 
not officially reported. Unfortunately, also, 
a project covering such a short period can 
throw relatively little light on the “fre- 
quency cycles” of recidivist episodes; on 
ways in which the life cycle affects the repet- 
itive impact of recidivist behavior; on recid- 
ivist “weighting” which should be given to 
cases under long-term and episodic care. 
Criteria developed in the project mark only 
the beginning steps of what inevitably 
always is a long road toward the precise re- 
finement of objectives, indices and devices. 


Diagnostic Judgment. Therefore, a second 


Set of strictly diagnostic criteria were de- 
vised. These were based on the presence 
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of the main factors believed to have the 
greatest etiological significance in connec- 
tion with symptomatic behavior: family dis- 
functioning in the child-rearing, marital 
and economic areas; adult physical and 
mental impairments; plural marriages; neg- 
ative social attitudes. A separate judgment 
was made about each factor and their sev- 
eral subclassifications. The key result, how- 
ever, was a net assessment (that is, a diag- 
nostic judgment regarding improvement, 
lack of change or deterioration in the total 
family situation). This net assessment was 
first made as a prognosis and, at the end, 
as an evaluation. At both points heaviest 
weighting among the several factors was 
given to the performance of the marital 
and child-rearing function. 


CHANGE AT EVALUATION 


Despite the discrepancies in the two criteria 
(see Table 8), each gives impressive con- 
firmation to the Family Center staff’s gen- 
eral conclusion that there were “more po- 
tentialities in these families than might 
otherwise be thought to exist.” However, 
as we shall see, in a special group amount- 
ing to about a fourth of the 231 cases the 
whole therapeutic process was conducted 
under the relatively most favorable cir- 
cumstances; these show a 59% improvement 
based on diagnostic judgment, in contrast 


Family Center cases: changes at evaluation 


IMPROVEMENT 
Ce AEN 
CRITERIA NUMBER PERCENT 
Episodes 146 63 
Diagnostic judgment 76 33 
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NO CHANGE 
e ee 


NUMBER PERCENT 


DETERIORATION 


NUMBER PERCENT 


—_— S 


T a 


7 


to the 33% average for the whole, which is 
nearly equal to the improvement indicated 
by the episodic criteria. 

Improvement in severely pathological 
types of families referred to in the pre- 
ceding section were evaluated in the fol- 
lowing proportions, confirming the belief 
that these types reflect pathological levels 


_ of increasing severity: according to diag- 


nostic judgment, 41% of the Type 3 fami- 
lies improved; 33% of the Type 4 families, 
19% of the Type 5 families. 

Two further factors illuminate the con- 
servatism of the staff's conclusion. These 
evaluative data relate to family members 


whose behavior already had become a 


matter for official community action. The 
first accrues from the fact that systematic 
family diagnosis identifies other members 
who although not yet in official trouble are 
likely to become so. This affords a telling 
Opportunity for precisely focused preventive 
intervention which is not reflected by the 
evaluative data in Table 8. 

In the 231 families there were 423 adult 
family heads and 796 children under 18. 
During the project 572, or 47%, of these 
family members were involved in disordered 
behavior episodes. But it was the diagnos- 
tic judgment of the staff that an additional 
181 were likely to become involved—a 82% 


Taste 9 
Estimated additional future involve- 
ment in disordered behavior 


among Family Center cases 
O So REI SS) ON AN 


INCREASE 
FAMILY 
MEMBERS NUMBER PERCENTAGE 
ey 
Adults 53 22 
Children 128 39 
Total 181 32 
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increase. Table 9 shows the number of 
adults and children in this group. 

Further, it will be remembered that 
slightly more than half of the 231 families 
were involved only in disordered behavior; 
slightly less than half were also indigent. 
In the former group, 30%, more of the 
adults and 29%, more of the children were 
believed headed for trouble; in the latter 
group, 17% more of the adults and 49% 
more of the children were believed likely 
to become involved in disordered behavior 
episodes. 

Most of these indigent families were re- 
ceiving aid to dependent children through 
the welfare department. While there are 
fewer adults in these ADC families (by 
definition, one parent must be missing or 
disabled), this relative concentration of po- 
tential delinquencies, truancies and school 
dropouts in this single administrative unit 
has obvious implications for preventive 
planning. 

The second factor giving a conservative 
tinge to the staff's conclusion regarding 
potentialities for improvement lies in the 
degree to which the treatment plans con- 
ceived by the Center were carried out. All 
prognoses assumed that the treatment pro- 
posed would be effected. Initially, as indi- 
cated, it was expected that they would be 
carried out by the agency with chief re- 
sponsibility for the case. In practice this 
did not happen. The Center staff, no less 
than the agency staff, were confronted with 
new problems of adjustment in learning to 
perform their respective roles in the func- 
tion of integrating services. Standard loads 
of 75 cases per worker, fixed policies re- 
garding episodic case closings, and many 
other factors made necessary a shift in 
project operation early in 1956. With an 
appropriation from the Board of Supervi- 
sors, matched by additional funds from the 
Rosenberg Foundation, three new case- 
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workers were employed and attached to 
the three agencies dealing with the bulk of 
the community caseload. These and two 
other workers supplied by the agencies were 
assigned exclusively to project cases with 
clear understandings regarding smaller 
caseloads and flexible policies. 

Of the 231 Family Center cases, 150, 
designated as A cases, were processed in 
accordance with the project’s original 
policy; the other 81, designated as B cases, 
were carried by the five assigned workers. 
By agreement, treatment plans were under- 
taken in all 81 B cases, although fully 
executed in only 49. Of the 150 A cases, 
however, treatment plans were undertaken 
in only 35%, fully executed in only 6%, 
partially executed in 29%. Thus in 65% 
of the A cases, the treatment received pre- 
sumably was not influenced by the Family 
Center's diagnosis, but given in terms of 
the usual and traditional practices of the 
agency. In other words, these evidences 
of rehabilitative potentialities were pres- 
ent, despite the fact that a full head of 

' treatment steam was directed toward only 
57% of the total 231 families. 


PROGNOSTIC ACCURACY 


From an administrative standpoint, prog- 
nosis or prediction holds the key to a more 
efficient use of staff resources. It should 
identify cases with the best potentialities 
for improvement, indicate the levels of case- 
work skill and of any specialized resources 
needed to achieve these potentialities, and 
furnish a basis for selective assignment to 
workers with skills and capacities best 
matched with the needs in each case. Ob- 
viously, however, prognosis offers such a 
key only if it can be achieved with rea- 
sonable accuracy. 
In the total of 231 families, the case-by- 
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TABLE 10 


Accuracy and error in prognosis 
for A and B cases 


PERCENT PERCENT 

CRITERIA ACCURATE WRONG 
150 A cases 

Episodes 63 37 

Diagnostic judgment 21 79 
81 B cases 

Episodes 69 31 

Diagnostic judgment 62 38 


case matching of prognosis with evaluation 
shows that, using episodic criteria as a 
basis, 65% were accurately predicted, 35% 
incorrectly predicted. The reverse was 
true—35% perfect, 65%, incorrect—when 
diagnostic judgment was used as the cri- 
teria. Again, however, prognostic results 
in the 81 B cases were much more accurate 
than in the A cases, when the judgmental 
criteria were used (see Table 10). 

Among a variety of explanations that 
may be offered for the difference in degree 
of accuracy of diagnostic judgment between 
the two groups, two may be noted: Prog- 
noses in the A cases were based on data in 
the agency records (that is, on the kind of 
data which the agencies normally have at 
their disposal). In the B cases the worker 
had direct contact with the family, could 
get all desired data and analyze them in 
terms of first-hand knowledge of the per- 
sonalities involved. Second, most of the A 
cases were diagnosed and prognosed in the 
earlier stages of the project when the Cen- 
ter staff itself was learning to understand 
the concepts and processes involved. Most 
B cases, on the other hand, were prognosed 
at a later stage when the staff as a whole 
had more experience behind it. 


Family Center cases 


URAL OBJECTIVES 


tural treatment objectives recommended 
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ance or reestablishment of family 


PES OF TREATMENT 
R ECOMMEN DED AND PROVIDED 


st the diagnostic perspective of path- 
ological conditions in these families, it can 

rell be understood that discussion of treat- 
ment, plans in the Center’s staff conferences 
usually focused on the issue of whether to 
tain or break up the family; if the 
f, the question was to what extent and 


ee. Involved in this issue were realistic 


$ and services needed both to accom- 
ish this structural objective and to treat 
pathological factors identified in the family 

asia Whole and in the individual members. 


ipation of one or more children from family influence 


Structural Objectives. Four different levels 
of structural objectives were defined and 
recommended for the 231 cases, as shown 
in Table 11. at 
This essentially registers a “structural de- 
cision” which caseworkers, judges, and 
others long have been making, more often 
on an administrative “off the cuff” basis 
than on a diagnostic and prognostic basis. 
Here, however, these decisions were sys- 
tematically recorded and related to diag- 
nosed pathology and to ultimate outcome. 
The diagnostic quality of these decisions 
is indicated by the fact that the declining 
sequence of opportunities afforded to keep 


í Me Jistribution of structural treatment objectives 


f “recommended for three pathological groups of families 


PERCENTAGE OF TOTAL IN EACH TYPE OF FAMILY 


72 
61 
46 


MAINTENANCE 


EMANCIPATION DISSOLUTION STANDBY 
17 7 4 
31 8 =- 


13 


the family wholly or partially intact follows 
closely the increasing sequence of pathologi- 
cal severity reflected by the three family 
types, as shown in Table 12. 

In Type 5, the hardened, aggressively 
antisocial, often amoral family, complete 
and permanent removal of children from 
all family influences was recommended 
more often than in the others, as offering 
the only possible hope that the children 
may be brought up to travel a different 
road from that taken by their parents. 
Clearly, in these families the more quickly 
this is done, the better. 

In Type 4 families the marriage itself 
seldom dissolves and the parents are usually 
economically self-sufficient and often well- 
regarded socially. But they make their 
children suffer for frustrations in their 
own sexual and interpersonal interrelation- 
ships. Here then, the most frequent solu- 
tion—especially for older children already 
involved in disordered behavior—is their 
emancipation by temporary or quasi- per- 
manent removal, but without completely 
severing ties and contacts with the family 
home. These families ‘too, it should be 
remembered, require the maximum of ther- 
apeutic skill in dealing with problems of 
interpersonal relationships. These parents 
do not wish to give up their children be- 
cause of the social stigma involved. Great 
skill blended with the use of authority is 
required to bring about any redirection of 
parent-child behavior. 

Although dissolution of the family per se 
often is all that can be done with Type 5 
families, friendly, very practical helpful 
support usually is most needed by Type 3 
families, in which the parents lack initia- 
tive and are the “leaners” of this world. 
Support, help and guidance enable them 
to perform their basic family functions, at 
least at a minimum level. 


180 


Therapeutic Service. Decisions affecting 
the structure of the family were made, of 
course, in connection with recommenda- 
tions regarding therapeutic services. 

The definitions behind most of the sev- 
eral classifications of Table 13 are generally 
obvious. However, no very precise criteria 
were developed by which to establish the 
presence or absence of therapeutic case- 
work, The basic concept was of a quality 
of casework skill derived from formal pro- 
fessional training, in-service training, expe- 
rience and competence to deal effectively 
with problems of interpersonal behavior 
and interpersonal relationships. It ex- 
cluded casework competency limited to en- 
vironmental manipulation. The classifica- 
tions of “authoritative supervision” and 
“authoritative care” apply to probation and 
correctional services. 

As perhaps might be expected, casework 
service was recommended in nearly all 
cases; the exceptions were 6 cases in which 
only authoritative supervision or care were 
recommended, Authoritative supervision 
came next in frequency of recommenda- 
tion, a recognition of the realistic fact that 
in a very high proportion of these families 
one or more individuals had engaged in 
illegal activity. Financial aid, psychiatric 
service and medical service were found to 
be needed in a fourth to a third of all the 
families. 


SOCIAL CASEWORK’S 
SIGNIFICANT ROLE 


The significant fact, however, is that in 220 
out of the 231 families casework service 
was bracketed with one or more of the 
other types of specialized services or re- 
sources. In the project operation, it became 
increasingly clear that success or failure in 
achieving integration of services (that is, 
acceptance and implementation of a com- 
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PERCENTAGE FOR WHICH EACH SERVICE WAS RECOMMENDED 


4.8 


| diagnosis and integrated treatment 
; by all agencies involved in the case) 
ed in the last analysis with the social 
Worker to whom the case had been 


historical 


es Perspective, the role of 
“ring, focusing and coordinating the 


Hal Tesource services needed by a par- 


. 


TOTAL A CASES B CASES 

is 97.4 97.3 97.5 
Only 2.2 0.7 4.9 
K: 92.6 94.0 90.1 
_ With psychiatric 32.0 32.7 30.9 
| With medicine 24.7 20.7 32.1 
uthoritative supervision 68.0 78.0 49.4 
luthoritative care 29.9 38.9 13.6 
Foster home 16.0 20.0 8.6 
titutional 16.9 23.3 4.9, 
inancial aid 31.6 21.8 50.6 
hild care 4.8 4.7 4:9; 


ticular family is not new to the casework 
profession. But this role is not now per- 
formed in relation to the totality of the 
family’s problem; rather, it is limited to 
securing particular services conceived neces- 
sary to the defined function of the agency 
for whom the caseworker happens to be 
working. There is no uniformity in re- 
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cording and evaluating these processes as 
between agencies; indeed, seldom are they 
systematically recorded, analyzed and eval- 
uated within the agency. 

In the later years of its development the 
casework profession itself has tended to 
undervalue the process of obtaining and 
integrating special service resources de- 
signed to meet concrete needs and to disso- 
ciate it from processes presumed to influ- 
ence the behavior of the client. Casework 
skill, however, rests on the ability to help 
the client meet the specific needs seemingly 
confronting him, with a perceptiveness that 
not only will improve his ability to utilize 
the resources necessary to this end but influ- 
ence his general capacity for sustained social 
functioning, Thus, a considered conclu- 
sion of this project is that community plan- 
ning for prevention and control depends in 
no small measure not only on the systemati- 
zation of this basic integrating role but also 
on raising it to the level of community- 
oriented goals and procedures. 

In the later stages of the project, as 
already related, caseworkers handling the B 
cases were doing so at a level of community 
responsibility accepted by the cooperating 
agencies. They were using systematic pro- 
cedures evolved by the project. It is of 
interest, therefore, to compare their service 
recommendations with those of the A group. 
Both recommended casework in almost all 
instances; although the number is small, 
casework only was recommended for over 
twice as many B cases as A. Much less 
authoritative supervision and care were 
recommended for the B families, however; 
this was strikingly true for the two most 
expensive types of authoritative care—fos- 
ter home and institutional. On the other 
hand, B cases were deemed to need con- 
siderably more financial aid and medical 
service. 

There is great uniformity in the recom- 
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mendations regarding psychiatric servic, 
These recommendations, however, ate 
heavily weighted by a need for psychiatric | 
service in connection with residential trea | 
ment. In the overall count, psychiatri 
treatment was recommended for 62 ca 


with residential treatment. Care for 
dren away from their own home was 
ommended in 81 instances; again, ab 


psychiatric service. 

Table 14 at least suggests that both ti 
and skill are required to find certain 
of specialized service, to persuade the clien 
to use them, and to implement their in 
gration in a common plan. Because dt 
the way in which the A and B cases wet 
staffed, recommended casework service wii 
implemented in a relatively small propor” 
tion of the former but in practically all 
the latter. There are, however, signif h 
cant similarities and differences in the it i 
plementation of other specialized service 
and resources. In several of the servi | 
classifications the number of cases wasi 
small, especially among the B cases, a8 0 
have no value for comparative purp0s 
and these have been omitted from the table 

In general, services that are relatively” 
easy either to make available or to pt 
suade the family to use were implemented | 
about equally in the two sets of cases 
notably financial aid and hospitalization 
There was considerably less activity i 
rected toward getting the families under 
authoritative supervision in the A group 
despite the fact that this involves episodes 
presumed to require legal and official a% 
tion. Success was notably greater among 
the B cases in getting families to use PS” 
chiatric outpatient service; the same was’ 
true in a lesser but still striking degree in 
connection with medical outpatient service 
Recommendations for residential treatment 


_ CATEGORY OF SERVICE 


Casework 


_ Authoritative supervision 


' Financial aid 
$ Psychiatric service 
Outpatient 
Hospital (inpatient) 
Residential 
Medical care 
Outpatient 
- Hospital (inpatient) 


Other specialized services 


21.1 18.8 25.0 


“accompanied by psychiatric service could 


Not be carried out because none is available 
in San Mateo County, 


|; SERVICE AND OUTCOME 


It should be clearly understood that it has 
a been the purpose of this or any of the 
other CRA Projects to test the effectiveness 
$e, Of casework or any other kind of 
ued Service utilized by the commu- 
4 fen #8 efforts to deal with psychosocial 
a Sa The primary purpose has been 
Eis ise Means for better supporting and 
É K ng these professional skills. Any sci- 
aa effort to sharpen, refine and test 
ot case outcome, we are con- 
‘oy must be especially designed for that 
nd eand carried out in a well-controlled 


nd integrated clin; i é > 
Bion eri clinical setting, which this 


N 
vertheless, by the accident of opera- 


nal iti 5 
necessities, the project does have two 


ah 
PERCENTAGE OF RECOMMENDED SERVICE ACTUALLY PROVIDED 
i 


ALL FAMILIES CASE GROUP 
A B 

48.9 24.0 94.9 

80.9 75.2 97.5 

97.3 100.0 95.1 

22.9 9.7 47.1 

64.3 62.5 66.6 

none none none 

75.0 45.5 100.0 

83.3 100.0 75.0 


sets of data about cases where treatment 


was largely carried out in the terms recom- 
mended by the Center, and those where it 
was not. There was a sharp distinction 
between the treatment service given A and 
that given B cases. All of the latter were 
treated by well-trained caseworkers carry- 
ing small caseloads and working under 
more direct supervision by the Center, 
Nearly all of the B cases received more 
casework service, in accordance with the 
recommended plan. They also received con- 
siderably less authoritative supervision and 
substantially more financial aid, psychiatric 
and medical service. Differences in out- 
come by the two sets of criteria are shown 
in Table 15. 

Obviously the two sets of criteria are in 
disagreement at numerous points. On the 
one hand, it is quite clear that the Center 
staff found a consistent relationship among 
their net assessment of factors requiring 
change, the actual provision of services as 
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TABLE 15 


Comparison of change 
by two sets of criteria, 
231 Family Center cases 


PERCENT OF 
EACH CASE GROUP 


TYPE OF CHANGE A B 
Improved 
Episodes 59 7 
Judgmental 2 19 59 
No change 
Episodes 31 17 
Judgmental 66 40 
Deteriorated 
Episodes 10 12 
Judgmental 15 1 
Total cases 100 100 


they recommended it and their judgment 

sat outcome. The B cases, where generally 
their, recommendations were carried out, 
showed on the final diagnostic appraisal 
to have achieved a relatively high rate of 
improvement and a relatively low rate of 
deterioration. Conversely, the A cases, 
where service generally was not provided as 
planned, show a much lower rate of im- 
provement and a higher rate both of deteri- 
oration and no change. 

The episodic criteria also testify to high 
rates of improvement in the B cases—even 
higher than that indicated by the staff’s 
diagnostic judgment. On the other hand, 
in reducing their actual involvement in 
disordered behavior episodes the A cases 
did not do badly either, although not quite 
so well as the fully serviced B cases. It 
follows logically that reviewed from the 
standpoint of repetitive episodes, the A 
families did considerably better in holding 
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their own, and somewhat ‘better in wan 
ing off deterioration, than was true 
their progress, or lack of it, was diagnos 
cally appraised. i 

In summary, it is clear from these con 
parisons that the project was not designgl 
to test the effectiveness of treatment, an 
its data cannot be used for this purpoy 
But the data do, with some effectiveney 
illuminate two points: 


© First, they show the need for furti 
research and active experimentation tod 
vise more precise criteria by which Ú 
measure objectively “improvement,” 
change” or “deterioration” in each fall 
as it affects the community burden of di 
ordered behavior, whether based on recidi 
ism, length of care, cost or some combiné 
tion of these indices. 


© Second, they show the need for more pit 
cise guides which will tell community pla 
ners and administrators under what dit 
nosed circumstances it is profitable to pi 
vide in a particular family intensive high 
quality casework and psychiatric skills. 

Finally, it should be equally clear fil 
this brief pursuit of the so far iluso 
relationship between therapy and out! 
should not obscure or confuse the ill 
conclusion of the project that: 


© There are real potentialities for impr! 
ment in the condition of these deeply p¥ 
ological recidivist families—more than Ú 
project staff originally anticipated. 


© The use of systematic processes for HM 
ily diagnosis, prognosis, establishment 
treatment goals, and integrated provi 
of precisely defined services and ultim 
evaluation constitute the heretofore ™ 
ing means of identifying, classifying ™ 
using appropriate service to achieve 
potentialities. 


@ Social casework is the central ingredient 
, . 
essential to the implementation of these 
processes. 


We now turn to a close inspection of 
the processes themselves, as developed by 
the project, and the problems involved in 
their application on a community-wide 
scale, 


» PROCEDURAL AND 
a ISSU ES 


San Mateo has made firm plans for the 
permanent application of the philosophy, 
Concepts and methods developed in the 
Project. Its Board of Supervisors has taken 
the steps necessary to administer and finance 
the plan. The Rosenberg Foundation has 
given an additional grant to help bridge 
the transitional gap. CRA will assume a 
consultive role, with initial responsibility 
for a training program designed to induct 
all Personnel concerned with the plan into 
its actual Operation. 

In taking these steps San Mateo has 
dealt in a practical way with the two main 
Issues facing any community which wishes 
to shift the focus of its current service 
Operation toward prevention and control. 

he first embraces issues of procedure. The 
Second involves Structuring these proce- 

ptt the intricate complex of the 
nity’s present agency organization, 
personnel and service policies. Of these, 

€ first has prior importance. To think 


Otherwise ; 
ee 1s to put the cart before the 
e. 


ROCEDURES 


n processes developed in this and 
D AA projects are neither foolproof 
muni Y adaptable to any agency or com- 

1ty wishing to use them. But although 


ee 
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they need further sharpening on the grind- 
stone of daily use and adaptation, both in 
concept and detail, to different settings and 
different circumstances, they are no longer 
completely experimental. The basic con- 
cepts have stood up and the specific tools 
are now usable if accompanied by careful 
training and close supervision of the people 
who are going to use them. These pro- 
cedures as developed and used in this proj- 
ect are of two main types, which may be 
briefly described as follows: 


Reporting. Systematic and uniform report- 
ing by all agencies dealing with cases in- 
volving the problem as defined constitutes 
the wholly essential underpinning for any 
community program for prevention and 
control. It is equally essential that the re- 
porting design be solidly embedded in the 
concept of the family as the unit in which 
all problems present themselves and to 
which all services are related. With any- 
thing less than a complete reporting system 
built on these concepts, the community will 
be attempting to deal with a problem whose 
proportions and interrelationships aře un- 
known, unrecognized and misconceived. 

As indicated earlier, in the initial plan- 
ning study the 72 state and local agencies 
providing health, welfare or adjustment 
service to San Mateo County reported facts 
about all cases in their caseload during 
January 1954 on a uniform schedule de- 
signed for this purpose. From that point 
on the 10 agencies dealing with disordered 
behavior reported monthly their new cases 
on a short form of this same schedule. This 
was the first step in laying the foundation 
for a community-wide, family-oriented ap- 
proach to the program issues involved in 
preventing and controlling disordered be- 
havior. 


The FURS Schedule. The Family Unit Re- 
port System card was originally developed 
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for the St. Paul study in 1948, and with sub- 
sequent modification and simplification it 
has been used in all three of the current 
CRA projects. It is so designed that all 
problems and service involving either the 
family as a whole, or specific individual, can 
be related and tabulated in terms of the 
family unit. These data include: 


Family composition. The family is defined 
as consisting of a family head and all other 
persons in the home or temporarily absent 
who are related to the head by blood, mar- 
riage or adoption, Each person in the 
family is listed, showing whereabouts and 
relationship to the family head. 


Problem. It was noted earlier that a com- 
mon orientation in most welfare activity 
has been toward the provision of service as 
its chief goal rather than the solution of 
community problems. Thus it is of consid- 
erable importance that the schedule in the 
first instance report problems affecting the 
family as a whole and its individual mem- 
bers. These are classified first under broad 
definitions of dependency, ill-health and 
maladjustment; within these are reported 
more precise facts of dependency, indigent 
disability and disordered behavior, as de- 
fined in these projects. A comprehensive 
list of subclassifications covers such familiar 
problem categories as specified diseases, 
mental disorders, the public assistance 
categories, and so on. 


Services. The main classifications of serv- 
ice used in the schedule have been identi- 
fied in tables previously presented. They 
include financial assistance; casework; psy- 
chiatric treatment in its more usual settings 
(outpatient, hospital and residential); med- 
ical service in its appropriate settings; and 
authoritative supervision, similarly han- 
dled. 
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The statistical and reporting value of this 


_ card lies in the fact that both problems and 


services are classified. The accompanying 
definitions and instructions thus insure uni 
form reporting on a single card from all 
agencies, no matter how diverse their pur 
poses and activities may be. 


The roster. In the initial prevalence study 
in January 1954 data about some 2,900 San, 
Mateo families currently known to adjust) 
ment services were assembled on the FU 
schedule. This was the foundation of the 
roster. As a new episode of disordered bë 
havior was reported for any one of these 
families, it was entered on the appropriati 
card. As episodes were reported for anew 
family, a new card was added to the rostel 
From this tool, most of the epidemiologi u 
data contained in this report were obtained 


The register. The FURS card, howeve 
was designed for research, not operation 
purposes. As the project moves into i 
next phase, the card must serve an admi 
istrative purpose for a portion of the (oll 
flow of cases. CRA therefore has tal 
signed the original schedule to serve 
purpose of a cumulative register. The a 
ditional items record: 
© The family diagnosis and the prindă 
factors deemed to be significant in coni 
tion with it. 
@ The services specified in the treall™ 
plans. 


ol 


© The prognosis for the family as a Wi 
and for individual members. 


© The evaluation in relation to the P" 
nosticated items. 
THERAPEUTIC PROCEDURES 


CRA, it seems hardly necessary to P? A 
out, did not invent the classification 


asic therapeutic processes of data collec- 
on, diagnostic formulation, treatment 
lanning and execution, and prognosis. 
these processes were understood by the 
nedical and other professions long before 
hey began to be adapted to social welfare 
urposes. But all CRA projects have: 


I Sharply differentiated between, and 
therefore helped clarify, the therapeutic sig- 
hificance of each step in the sequence. 


Shown how to use prognosis as an effec- 
ive tool of case classification and case man- 
gement. 


) Insisted upon periodic evaluation as a 
imulus to and check upon the validity and 
fectiveness of all other processes. 


Begun to structure and systematize these 
Processes formally through the development 
a case classification schedule. 


The Case Classification Schedule. This 
ol was devised as an aid and guide to pro- 
sional skill. Professional competence, 
d special orientation and instruction in 
he basic concepts and processes which it 
nplements are requisite to its effectiveness. 
‘is through this schedule that uniform 
ata are made available for case analysis 
y the caseworker and supervisor. Through 
also the sequence of steps in the thera- 
utic process are revealed for inspection. 
they become a matter of consciously formu- 
ited record. At present these steps, 
Ithough always taken, are often done so 
ithout consciously formulated thought; if 
scorded at all they must be distilled for 
Spection, analysis and appraisal from a 
‘onological descriptive record in which 
essence and form are easily lost. 
The case classification schedule now in 
e emerged from hard-wrought trial and 
ror during the earlier stages of all three 
fojects. Initial schedules were conceived 
i 
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in terms of the particular objective of each 
project; in the fall of 1956 these were con- 
solidated into a single generic schedule 
which has been used since then in the Min- 
nesota and Maryland projects. For opera- 
tional reasons San Mateo did not shift to 
this consolidated form but continued to 
use two schedules previously developed— 
one for diagnosis, the other for prognosis, 
However, the generic schedule, revised and 
brought up-to-date in the light of the ex- 
perience of the last 18 months, will now be 
introduced in the next phase of the San 
Mateo program. 

In its present form the schedule is di- 
vided into four sections: 


Section 1: Identifying information (basic 
information about family composition, 
marital status and history, particular data 
about individual members). 


Section 2: Guides for the diagnostic 
workup (the client’s application and reason 
for it; presence of adult disorders, marital 
disorders, parental disfunctioning, physical 
and mental health problems), 


Section 3: Diagnostic formulation of the 
major psychosocial disorders affecting the 
family as a group and its individual mem- 
bers, as well as the individual and family 
strength that can be used in treatment 
process to influence adaptive capacity. 


Section 4: Formulation of the treatment 
plan with specification of the services rec- 
ommended and actually received. 


Section 5: Prognosis in relation to the 
major psychosocial disorders specifically 
identified in the diagnostic workup and 
formulation; evaluation at a later specified 
date with respect to these same prognosti- 
cated factors. 

The present schedule, as it has emerged, 
is not a perfect operational tool. Neverthe- 
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less, it already has demonstrated its useful- 
ness and value. Experience in all three 
projects makes it crystal clear that a tool 
for guiding and recording systematic case 
analysis, case history and case management 
through these sequential steps is essential 
to the reorganization and reorientation of 
agency processes and procedures toward 
community prevention and control. 


STRUCTURAL ISSUES 


All issues involved in realistically structur- 
ing the application of these basic concepts 
to the community’s ongoing program either 
arise out of, or are greatly complicated by, 
a well-known fact: Numerous agencies, 
with separate and often conflicting tradi- 
tions, philosophies, objectives, procedures 
and personnel, are providing particular 
services in connection with particular symp- 
toms of the total problem. Excerpts from 
a report written during the earlier stages 
of the project throw a colorful light on com- 
munity organizational difficulties which 
generally are all too well recognized and 
understood: 

“For the most part, agencies were pretty 
well convinced of the rightness of their ex- 
isting programs, their own competence and 
the rightness of their established ways. The 
one problem everybody recognized was that 
they had too much to do. What they wanted, 
really, was someone to whom they could 
shift some of their load. . . . Some agencies 
see their function primarily as that of expe- 
diting a particular procedure defined by 
law or custom; others, as carrying out a 
process helpful to the individual in terms of 
his own expressed needs. . . . Salary scales 
and personnel requirements in some San 
Mateo agencies are among the highest in 
the state. Our project, however, puts a high 


- premium upon professionally trained case- 


workers. That can seem to pose a threat 


188 


to the big majority of workers who have 
not graduated from a school of social work, 
. . . On the other hand, professionally 
trained workers have some tendency to re 
gard their authority as ultimate and abso 
lute. This tends to put them in conflid 
with specialized agency workers who are apt 
to regard themselves as having ultimate and 
absolute authority in their particular area 
of operations.” f 

These comments were written when 
“everybody seemed to be in the act,” befo 
the community problem of disordered be 
havior began to take form and shape, be 
fore the focal points in policy, administtt 
tion and personnel were clearly identified 
These difficulties, intrinsic to both huma 
nature and community welfare organiz 
tion, still exist. But who must deal will 
them, and how, is now much clearer. 


MAJOR RESPONSIBILITY 


In San Mateo seven local agencies were pi 
viding service with a therapeutic intent ® 
disordered behavior families with childr 
In 1956 they dealt in the proportions show 
in Table 16 with the families in this the 
peutic load. ft 


TABLE 16 


Annual therapeutic load 


PERCENTAGE®! 
1956 rNcIDENY 


AGENCY 

Probation department 
Welfare department 25 
School guidance department ug 
Child guidance clinic 
Adult psychiatric clinic 
Catholic Social Service 
Family Service Society 


There are, of course, duplications in these 
percentages. Almost all of the school 
guidance cases, for example, were also 
known to the probation department. But 
what immediately catches the eye is the 
dominating service responsibility of the two 
` main public agencies—the probation de- 
partment and the welfare department. The 
two departments spent $648,000 in 1956 for 
service in connection with disordered be- 
havior families, and together were carrying 
= nearly three-quarters of the load. The tax- 

Supported adult mental hygiene and child 
guidance clinics and the voluntary Family 
Service Society and Catholic Social Service 
spent $162,000 but they were carrying only 
18% of the therapeutic load. Obviously 
the large probation and welfare depart- 
ments carry the dominant therapeutic re- 
sponsibility for recidivist families who, it 
will be recalled, account for 87% of the an- 
nual incidence of separated children and 
58% of delinquency, truancy and school 
dropouts. In 1956 there were a total of 


TABLE 17 


AGENCY 


Welfare department 


School guidance department 
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721 recidivist families with children with 
incidents in these categories. The propor- 
tion of these families dealt with by the 
therapeutic services is compared in Table 
17 with that of the 231 Family Center cases. 


JURISDICTIONAL OVERLAP 


With the probation and welfare depart- 
ments so largely occupying the center of the 
therapeutic stage, it is important to try to 
clarify the way in which responsibility is di- 
vided between them. This is not too easy. 
In terms of the traditional functions legally 
assigned to them, the probation department 
must deal with all reported delinquent acts, 
but some of these are handled officially 
through the court and some are not. The 
welfare department is exclusively responsi- 
ble for assistance; as we have seen, however, 
families receiving aid to dependent chil- 
dren are substantially involved in delin- 
quent behavior. The welfare department 
places children in foster homes and institu- 


Distribution of therapeutic caseload in 1956: 
All recidivist families with children compared with Family Center cases 


a e a etai e aTe AAN ATA 


PERCENTAGE OF 
721 RECIDIVIST FAMILIES 


WR NE RN CASES 


PERCENTAGE OF 
231 FAMILY CENTER 


83 
34 56 
15 48 
4 
8 
13 


tions; so also does the probation depart- 
ment. 

Perhaps some of this overlapping activity 
might and should be eliminated, but under 
any circumstances the two departments will 
continue to deal with families who behave 
in a manner which sometimes brings them 
under the jurisdiction of one, sometimes of 
the other, and sometimes of both. 

One must review these relationships from 
a perspective of time sequence. In any spe- 
cific month the proportion of the total 
load of delinquent and separated children 
receiving service from the workers of both 
departments is not large. In January 1954, 
for example, the two departments were 
jointly active in only 9% of their combined 
loads, These cases represented an almost 
equal proportion, 17%, of the disordered 
behavior loads of each department in that 
month. These jointly-served families, it 
should be remembered, were recidivist 
families (that is, by definition they had been 
involved in more than one episode). 

The picture changes when seen over a 
longer span of time. The 721 recidivist 
families with children who had episodes in 

1956 were checked against the roster (which, 
it will be recalled, was built up from the 
January 1954 prevalence load plus all new 
_ disordered behavior families during the 
ensuing three years). Over this longer pe- 
riod the proportion that had been known 


TABLE 18 


Roster history of 697 recidivist families 


exclusively by each department diminishes . 
sharply. Many more in each departmental 
load had been known and received service 
from the other department within the total 
time period covered by the roster. To- 
gether they had known 697 -of the 721, as 
shown in Table 18. 

The general validity of this picture of 
departmental interrelationships is con- 
firmed by even more comprehensive data 
from the Family Center’s 231 recidivist fam- 
ilies. These were checked, not only against 
the roster but from their all-time service 
history, for instances of service from the 
two departments. Data for this longer time 
span proved to be almost identical with that 
available from the roster. 

Thus we see that 43% of these recidivist 
families were at some time known by and 
received service from both departments. Of 
those in the caseload of the welfare depart- 
ment only a handful failed at some time to 
come within the purview of the probation 
department. On the other hand, nearly 
half of the probation department's recidi- 
vist load were recidivist only within the two 
disordered behavior categories for which it 
is responsible—delinquency and truancy— 
and had received therapeutic service from 
no other agency. 

The therapeutic significance of this ex- 
clusive responsibility is further revealed in 
Table 19, which shows how the three patho- 


known to probation and welfare departments, 1956 


a eS eS ee 


RECIDIVIST FAMILIES 


Families known to one or both departments 
Families known to welfare department only 
Families known to probation department only 
Families known to both departments 
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NUMBER PERCENT 
697 100 
56 8 
340 49 
301 43 


among the Family Center’s 231 
swere distributed between the two 
ad ts. 

| the probation department has 
ary responsibility for Type 4 fam- 
ich constitute the largest share of 


hese are the families in which dis- 
d behavior is mainly confined to the 
where socially conforming parents 
upon their children severe frustrations 
‘from their own pathological inter- 
relationships. These families re- 
maximum skill and authority to re- 
constructively their attitudes and 
avior, 
other striking fact is that 70% of the 
families were known to both depart- 
_ These are families with hostile, 
ve, amoral parents, in conflict with 
» on and off public assistance rolls. 
ny of these families the only solu- 
quick and permanent removal of the 
1 from all parental ties and in- 


Mateo County’s probation and wel- 
artments obviously hold the struc- 
t Operational keys to the redirection 
community’s therapeutic service 
he goal of prevention and control, 
direction is possible only if means 
loped to bring about a much 
Measure of uniformity in objectives 


S 


Probation department exclusively 
Welfare department exclusively 
departments 


known exclusively to the depart- ` 
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‘and outlook along with coordination in 
policies and procedures. Issues inherent in 
this necessity have by no means been re- 
solved; nevertheless, a sound foundation 
now has been laid for doing so. 


SAN MATEO’S SOLUTION 


In the final stages of the Project it became — 
apparent that the main blocks to a common 
integrated and positive approach to the 
community’s problem of disordered be- 
havior were rooted in basic, long-accepted 
concepts and policies, There were, and no 
doubt always will be, plenty of the obstacles 
Which stem from the uncertainties and in. 
stabilities of human nature, and the details _ 
of agency custom and practice, but as this 
project neared conclusion gradual shifts in 
basic thinking unblocked the path to a- 
coherent plan. The Project staff, its ad- 
visory board, the chief administrators and 
board members of the probation, welfare 
and school guidance units, the Board of | 
Supervisors and county manager, each from 
his particular vantage point began to see: 3 


1. That it was fallacious to assume that a 
preventive, therapeutic program could rest 
solely on the concept that if more and bet- 
ter service were provided the task would be 
accomplished. Rather was it necessary in 
the first instance to shift program thinking © 


ogical family types among Family Center cases 
Probation and welfare departments 


PERCENTAGE OF 23] FAMILIES 


TYPE 3 TYPE 4 TYPE 5 ie 
38 6l 17 l 
1 7 13 


and emphasis from the humanitarian but 
negative concept of merely providing 
needed service, to the equally humanitarian 
but positive concept of solving the commu- 
nity's problems. 


2. That it was equally fallacious to assume 
that more and better service depended 
solely on filling all budgeted casework po- 
sitions with fully trained professional social 
caseworkers. This was an impractical ob- 
jective short of the millennium. Graduate 
caseworkers were in short supply; in no 
foreseeable future could the Board of Su- 
pervisors implement such a policy even if 
it could afford to do so. Moreover, the 
services of trained workers already in the 
departments were not now being used to 
full advantage. 


8. That the standard policy of annually 
budgeting for and using casework personnel 
on the basis of a formula assigning a uni- 
form number of cases to each worker was 
likewise unsound. Under past policy 
agencies had consistently tried to lower the 
stipulated uniform caseload as funds and 
trained workers became available. But this 
policy, based on the two assumptions pre- 
viously noted, was defeating its own pur- 
pose. It put off almost indefinitely the 
time when therapy by fully trained case- 
workers carrying no more than 20 to 30 
cases could begin. It further missed the 
mark in that it assumed (a) that all families 
presented problems equally difficult to re- 
solve and had equal potentialities for reso- 
lution of their problems, and (b) that as of 
any given time all workers were possessed 
of equal capacity to help solve them. 


4, That despite a general belief that the 
family should be related to the particular 
services provided by the probation, welfare 
and school guidance units, their service pol- 
icies and therapeutic and recording pro- 
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cedures were not structured to implement 
this belief with any real therapeutic value 


5. That although a substantial proportion 7 
of the families in the agencies’ loads wer 
given service at some time in their histor 
by all three units, the therapeutic outlook 
policies and procedures of the units differed 
greatly and sometimes were in direct com 

flict. ) 


6. That inevitably because of the distinctive 
responsibilities of the two largest units, al 
grounded in law and custom, neither 6 
them were or could be equipped adequattl 
to represent the community's broad intert 
in the total problem of disordered behavior 


@ Develop systematic and uniform pro 
dures for identifying and classifying a 
by their potentialities for rehabilitation’ 
improvement and the level and type of 
ice believed necessary to achieve these go 


© Reorganize personnel and caseload pi 
tice so that the department's best-trail 
and most skilled professional workers awi 
able now or in the future could be ass 
to families which had been given pri 
because rehabilitative results were beli 
possible through skilled treatment sé 


@ For these cases at least, and ultimat 
perhaps for the total caseload, systematic 
structure basic therapeutic and recordi 
processes to assure full consideration 4 
family assets and capabilities in diagn?™ 
treatment and evaluation. 


© Devise some structural scheme indeptil 
ent of, yet integrated with, the agende 
carrying principal service responsibility) 1 
represent the community’s interest 1 A 
total problem of disordered behavior 


the successful carrying out of these basic 
policies and procedures. 


SAN MATEO’S PLAN 


As there came to be a general meeting of 
minds about the fallacies of the past and 
the needs of the future, broad agreements 
about what should be done were developed. 
As of January 1958 this took firm and prac- 
tical form through resolutions and actions 
of the Board of Supervisors. The program 
thus set up will go into effect as rapidly as 
administrative changes can be made and 
personnel either reassigned or obtained to 
man it. Budgets have been approved on 
the assumption that it will take about eight- 
een months to perfect a fully staffed, well- 
oriented, smooth-running operation. This 
assumption is in line with CRA’s own 
Project experience. 

The main elements in the program are as 
follows: 


1, New special diagnostic and treatment 
units will be organized in both the proba- 
tion and welfare departments. The county 
School department’s plans are not yet com- 
Pletely firmed up; in all probability they 
Will involve better adjustment and referral 


Service but not full-scale diagnosis and treat- 
ment, 


* The new units in the two large depart- 
ments will be staffed by well-trained case- 
Workers Carrying small, flexible loads of a 
Size to be determined and adjusted by ex- 
aia _ The present budgets provide for 
i pening staff of five workers and a 
i eal in each department. Additions 
Bose; Made as dictated by demonstrated 
titan funds and available personnel. 
is 3 y at least, these units in the two 
Histo a concentrate on recidivist 

3 © be screened, selected and 
“Signed on the basis of rehabilitative pri- 
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orities for full diagnosis and treatment, to 
the staff of the unit. Presumably the screen- 
ing and diagnostic process may later be ap- 
plied to all new nonrecidivist intake, if 
experience warrants it. 


3. Both units will use the basic processes 
of family diagnosis, treatment formulation, 
Prognosis and evaluation, as developed by 
CRA. The case classification schedule is 
being revised as a common instrument for 
guiding and recording these processes. A 
special training and indoctrination process 
for which CRA initially will be responsible 
is now in preparation for personnel in all 
administrative echelons concerned with the 
operation of these units. 


4. A new and independent committee, the 
Family Service Coordinating Bureau, has 
been set up by the Board of Supervisors, to 
be directly responsible to that body and its 
county manager. Membership on the 
bureau's board will include the executives 
of the three agencies and two laymen. If, 
as seems likely, the executive of the newly 
constituted consolidated mental health serv- 
ices is appointed to the bureau, an addi- 
tional layman will be appointed. The 
bureau is charged with the following func- 
tions: 


@ Maintaining a reporting system and the 
roster needed to identify disordered be- 
havior families, and providing community- 
wide data on the scope of the problem. As 
part of this, a register will be maintained 
to record essential data about the action 
taken on all cases selected for service by the 
special units. 


© Setting standards for staffing, for process- 
ing the therapeutic service provided by the 
two units and for integrating these services - 
in families where the agencies are or have 
been jointly involved. 
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e Assisting the agencies in planning, in- 
stalling and improving the standard classi- 
fication procedures developed by CRA 
during the project. 


© Providing training, orientation and con- 
tinuing consultive service to the agency 
units on all phases of their operation. 


@ Providing for, sponsoring and reporting 
the results of a systematic evaluation of case 
progress at periodic intervals. 


The board of the Family Service Coordi- 
nating Bureau will be assisted by a profes- 
sional staff consisting of a director, a social 
casework consultant and a statistician, with 
the necessary clerical and office assistants. 

The estimated budget for the 18-month 
period totals, in round figures, $130,000. 
The bulk of this will come from county 
funds, partly through the reallocation of 
funds already budgeted. The Rosenberg 
Foundation, however, has made an addi- 
tional appropriation to the county to assist 
it through this transitional period. 

In conclusion, the writers want to empha- 
size that the structure of this plan was de- 
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signed for San Mateo in cooperation 
San Mateo’s community and agency leaden 
and that this report does not presume it 
be adaptable in its detail to any other com 
munity. 

At the same time, we are convinced thi 
the issues from which the plan emerged an 
common to all communities, and that th 
principles articulated in their solution haii 
wide applicability. f 

The factors of greatest strategic impor 
tance are these: a clear definition, identifice 
tion and analysis of the community pto 
lem of disordered behavior; the avow 
orientation of program objectives toward 
prevention and control; the common 
tematization of basic recording and theri 
peutic process toward this end by tt 
agencies mainly responsible for the pl 
gram; the guidance of these processes aniti 
the evaluation of performance by rept 
sentatives with broad community interest 
From these, the form and shape of a mi 
positive, workable, preventive program 
emerge in any community with leadersti 
sufficiently dedicated and competent tol 
dertake it. 


and thus 
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An evaluation of a 


mental health week program 


Last April 28 to May 4 under the aegis of 
the National Association for Mental Health 
the nation observed the ninth annual Men- 
tal Health Week. Throughout the coun- 
uy, state mental hospitals, often in con- 
Junction with local and state mental health 
associations, conducted programs to bring 
4 the public greater understanding of the 
umber one health problem in the U. S. 
Beate mental hospitals were particu- 
reed in widening such under- 
D “ing to include appreciation of their 
«relation to mental illness and health, 
to bridge the gap between the 
tment center and the PAE Hav- 
& special goals in mind for these pro- 
eS realizing the tremendous ex- 
energy re of the hospital staffs time and 
E a yolved, it becomes essential that 
Ta; al evaluations be undertaken to 
value and structuring of specific 


Mental Health Week programs conducted 
at representative mental hospitals, 

The present paper describes the evalua- 
tion of a Mental Health Week program at 
a midwestern state hospital. This is a 
large (1,500 bed) hospital that is over 40 
years old, located three miles from a town 
of 5,000. The nearest city of any size is 
120 miles away. Once a year, during Men- 
tal Health Week, the public is formally in- 
vited to visit the hospital. This was the 
fifth year for the program at the hospital; 
over 15,000 visitors have attended previous 
programs, This presents the staff with an 


The seven co-authors of this paper were all on the 
staff of Larned State Hospital in Kansas. Their 
Study was a project of group research in the hos- 
pital’s department of clinical psychology. They 
wish to express their appreciation for cooperation 
extended by other departments, by the hospital's 
Mental Health Week committee and by the visitors. 
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opportunity to show the public at first-hand 
what is being done and what part they 
may play in supplementing the hospital 
treatment program. There also exists the 
possibility of changing some rather strong 
prejudices and attitudes that may be held 
about mental illness, the physical plant of 
the hospital, the type of care given to the 
patients, and the composition of the hos- 
pital staff. 

From the standpoint of the staff, an 
analysis of Mental Health Week is valuable, 
as considerable time and energy is devoted 
to staging the 4-day program. For many 
individuals and departments the hospital 
literally “stands still” during Mental Health 
Week, Innumerable committees are busy 
making displays, planning panel discus- 
sions, coordinating the movement of staff 
and visitors. It would be difficult to esti- 
mate the time that is spent by the staff in 
preparing for Mental Health Week. The 
figure of 1,000 man-hours of time of the 
professional staff seems on the conservative 
side. (It is interesting to note that those 
concerned with the program at this hos- 
pital, and at many other state hospitals, are 
almost exclusively the professional person- 
nel.) In addition, there is the time spent 
during the 4-day program when almost all 
staff meetings and other activities of the 
professional staff are curtailed or cancelled. 

Hence, the program is important to the 
hospital administration in terms of the 
large expenditure of funds and the time of 
the professional staff. It is of interest to 
the hospital authorities to know whether 
this outlay is justified by the results of the 
program. If the visitors arrive convinced 
that the hospital is “like a prison” and de- 
part with the same feeling, and no interest 
in problems of mental health is generated, 


a). 
1Ivan Belknap, Human Problems of a State Mental 
Hospital, New York, McGraw-Hill Book Co., 1956. 
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it might be more fruitful for the staff to 
vote itself exclusively to the welfare of the 
patients rather than in abortive attempy 
to educate the public. There exists 
possibility that educating the public might 
better be accomplished by lectures to clubs 
or school groups. State hospital grounds 
are rarely known for their attractiveness 
and might not be expected to be the most 
effective locale for effecting positive attitude 
changes. 

In addition, the Mental Health Wek 
program constitutes one of the few links 
between the social systems of the hospital 
and those of the surrounding communities. 
As Belknap 1 has shown in his analysis ofa 
Texas hospital, there may be only infre 
quent social contacts between the profes 
sional staff of the hospital and the towns 
people. Such contact most frequently 
occurs between the non-professional em- 
ployees of the hospital and the townspeoplt 
of similar status. A considerable propor 
tion of the townspeople, living only a fev 
miles from this hospital that is named afit 
their own town, have never in their lifetit 
visited the institution. By about half 
them it is still referred to as the “Stilt 
Farm” or in less euphemistic colloquialism 

Many visitors frequently remark that tlt 
mental hospital strikes them as a “itl 
city” with its own housing, fire department 
farm, barber shops, etc. Some of this @? 
be traced to the relative geographic isoli: 
tion of many state hospitals and the need 
to have all facilities close at hand, It a 
highlights the appearance of autonomy 0 
self-sufficiency of the hospital, which m} 
discourage or at least impede communi 
tion between the two social system 
Visitors’ days during Mental Health Week 
are one of the few times when the barfié® 
become permeable and passage is “i 
couraged from the town system to the hos 
pital system. This does not n 
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mean that passage is encouraged in the re- 
verse direction: for in the present situation, 
there is no increase in the number of staff- 
town contacts in the locale of the town sys- 
tem (as would be the case with an intensive 
program of community talks during Men- 
tal Health Week). 

In the case of the present Mental Health 
Week program, the only chance for attitude 
change occurs within the geographic setting 
of the hospital grounds. Hence, it is con- 
ceivable that any barriers within the town 
system (such as strong feelings about asso- 
ciation with mental patients, or beliefs 
about the hospital personnel) may remain 
relatively intact. That a person chooses to 
attend a Mental Health Week program 
may be more a manifestation of his curi- 
Osity about what goes on at such a hospital 
than an expression of deep-rooted interests 
in problems of mental health or in bridg- 
ing the gulf between the two social systems. 
In other words, attendance per se may con- 
note many things, and more precise analysis 
38 necessary to determine the initial attitude 
and any changes that may occur as a result 
of the Mental Health Week program. 


PROCEDURE 
The Mental Health Week program was 
Spread over a 4-day period. On each day 


€ program was tailored to a particular 
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group of visitors. Other individuals, such 
as townspeople, wives of clergymen, etc., 
also attended on each of the days. The 
total number visiting the hospital, and the 
number included in the sample tested, are 
presented in Table 1. Column 1 shows the 
total number of visitors coming to the hos- 
pital. Column 2 gives the number of visi- 
tors in the categories which were to be 
tested (i.e., on Students’ Day, it was decided 
to remove from the sample all teachers and 
bus drivers who had accompanied the stu- 
dents; on Clergymen’s Day, it was decided 
to remove the group of clergymen’s wives 
and YMCA secretaries. Column 8 gives the 
total number of visitors in each day’s 
sample. 

The samples were randomly selected (not 
volunteers) from the total number of visitors 
(representing the special populations) at the 
hospital at a given time. That is, some vis- 
itors left the hospital before the question- 
naires had been distributed. However, 
there is no reason to believe that the groups 
tested were unrepresentative in any gross 
sense. 

On Family Day the visitors were mostly 
relatives and friends of patients at present 
in the hospital. During the lunch hour 
many took patients over to the picnic area 
and ate with them. Others visited on the 
wards where their relatives were. Most of 
the students were members of sociology or 


Attendance at the 1957 Mental Health Week program 


NUMBER 


NUMBER IN SPECIAL NUMBER 


ATTENDING POPULATION TESTED 


Students: Day 
's Day 


1,120 
1,167 


1,120 188 
1,000 124 


134 72 38 
209 
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TABLE 2 


1. Have you ever attended the Mental Health Week program 


at this hospital before? 


Family Day 
Students’ Day 
Clergymen’s Day 
County Officials’ Day 


YES NO 
50 128 
2 122 
16 22 
37 62 


social studies classes (seniors) from high 
schools in the area. There was also a 
sprinkling of students from small colleges 
and junior colleges. On Clergymen’s Day 
half the visitors were clergymen; the re- 
mainder were wives, YMCA secretaries, etc. 
Those attending on County Officials’ Day 
were probate judges, boarding home oper- 
ators, county welfare workers, etc., who re- 
sided in the areas served by the hospital. 

On all days the questionnaires were dis- 
tributed as close to the end of the program 
as possible. They were filled out anony- 
mously by the visitors who were seated in a 
large auditorium following some particular 
activity. 


RESULTS 


Table 2 reveals that except for Students’ 
Day there was a considerable number of 


TABLE 3 


repeats among the visitors. This cautions 
against using the same displays or type of 
program on any consecutive years. A film, 
for example, which was quite popular this 
year would probably not be too effective 
next year unless a parallel program was 
scheduled. In this table and those to fol- 
low, there will be discrepancies between the 
tabular totals and the number of visitors as 
some respondents did not complete all 
items (because they did not realize that 
there were items on the reverse side of the 
questionnaire, etc.). 

Table 3 shows that except for Students’ 
Day only a very small number of visitors 
stated that they would not return next year. 
Most of the students were seniors who felt 
that since this was their last year in school 
this would also be their last attendance at a 
Students’ Day program. The large number 


2. Do you plan to attend next year's Mental Health Week program 


at this hospital? 


YES 
Family Day 67 
Students’ Day 14 
Clergymen’s Day 29 
County Officials’ Day 71 


NO PERHAPS 
10 99 
53 55 
0 9 
2 26 
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of “perhaps” responses for Family Day in- 
dicated in many cases that the person 
would return if the relative remained in 
the hospital. This shows that if the hos- 
pital authorities are concerned with increas- 
ing the community interest in the hospital 
it might be made clear to the families that 
they are welcome at the program regard- 
less of whether or not their relative is in 
the hospital. The strong attachment to the 
hospital and its treatment program devel- 
oped during the patient's stay could be 
made the basis of a sustained community 
interest in the hospital. When these re- 
sults are taken in conjunction with those 
from Question 1 it appears that this is the 
first and last visit to the hospital for the 
student group (unless they become patients, 
friends or relatives of patients, or em- 
ployees). Hence, particular care should be 
taken to provide for continuing construc- 


tive outlets for the interests of this group 


“in the problems of mental health and ill- 
Tess, 


As can be seen in Table 4, on almost all 
days the largest number of visitors came 


| More than 100 miles to attend the program. 


This is not at all uncommon for state hos- 
pital populations. Some relatives drove as 
far as 250 miles to attend the program. 
This indicates the unfeasibility of schedul- 


} 1ng activities in the early morning. Perhaps 


TABLE 4 


it is desirable to extend the programs later 
into the afternoon or evening rather than 
use the early morning hours. 

Items 4 and 5 dealt with reasons for com- 
ing to the Mental Health Week program 
and were largely uninformative (i.e., rela- 
tives answered “to visit a relative,” students 
answered “because my sociology class came,” 
etc.). These items will be dropped from 
next year’s questionnaire and a different 
approach will be tried in the attempt to 
assess the area of “motivation for coming.” 

Questions 6 and 7 dealt with the specific 
parts of the Mental Health Week program 
that the visitors thought the most and least 
interesting. They were the items of most 
concern to the various hospital committees, 
Several generalizations, such as the follow- 
ing, can be made from the responses: 

@A documentary 8 mm. color film com- 
pletely produced by the staff was generally 
very popular among all groups of visitors 
and felt to be more successful than any of 
the commercially produced films used in 
other years. This film follows a patient 
from admission, through the various types 
of treatment, staffing, etc., to discharge and 
return to her family. It was found that the 
film was a bit too long (running time 
slightly over an hour) for some of the 
groups (e.g., students) and a shorter edition 
(about 35 minutes) will be prepared to be 


3. About how many miles did you have to come to get here today? 


MORE THAN 
0-5 6-20 21-50 51-100 100 
Br... 
BY Bey 19 14 23 49 72 
Day 1 28 42 28 30 
o bymen’s Day 2 4 6 16 10 


Co 4 
K i unty Officials’ Day 3 1 16 31 44 K 
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used in place of the full version on appro- 
priate occasions. Also, it will be dupli- 
cated on 16 mm. (with sound track) and 
future films will be made on 16 mm. rather 
than 8 mm. 

e Whereas clergymen found active small 
discussion groups to be excellent they felt 
that far too much time was wasted in the 
mechanics of deciding who would be in 
which group and in the actual division into 
these groups. This could be corrected next 
year by having the grouping arranged in 
advance. 

@ Responses indicated that the panel for 
students was much too large (1,100 in the 
city auditorium); a majority couldn’t hear 
a word of what was going on and there 
obviously was no possibility of general par- 
ticipation in the discussion. Next year this 
will be corrected by having Students’ Day 
spread over several days (possibly 10) and 
having several concurrent smaller panel dis- 
cussion groups each day. Attitudes towards 
these small group activities will then be 
evaluated. 

@ The students were quite antipathetic to- 
wards the tour of the grounds. There were 
many spontaneous comments that they saw 
little point in being conducted through the 
patients’ dormitory, the hospital greenhouse 
or the new cafeteria. Those who liked the 
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building tour indicated that they appreci: 
ated seeing the places where the patients 
lived and worked. These answers indicated 
that although the hospital staff may be 
justifiably proud of improvements in the 
physical plant of the hospital, the visitors 
may be far more interested in the treatment 
program. Perhaps Karl Menninger’s stric 
ture—“brains before bricks”—is becoming 
part of the public’s attitude towards mental 
illness. 

The results in Table 5 may be quite sur- 
prising to someone who has read of the 
public’s need to participate, to join in dis 
cussions, especially where strong attitudes 
and motivations are involved. Howeveh, 
much of the literature in this area is based 
on work with highly articulate groups such 
as college students or community leaders. 
Kansas farmers and high school students 
may be far more interested in “being told” 
than in discussing topics about which they 
possess very little factual knowledge. For 
the clergymen and county officials there i 
a slight trend towards favoring participa: 
tion in discussions rather than attending 
lectures. To illustrate even more graphii 
cally the influence of sub-culture norms on 
willingness to discuss issues, the res i 
from a group of 30 student nurses wert 
tabulated separately (rather than with 


8. Do you prefer a program in which you yourself get to actively 
participate (such as discussions, asking questions, etc.) or do you prefer 
a program at which you attend more lectures and demonstrations? 


gaai ean bT a Le AA T SS ac a A A ~ > 


LECTURES AND DEMONSTRATIONS 


PARTICIPATING IN DISCUSSION 


AATE Ses AMEE EE E AE Ut a TE Sa 


Family Day 102 
Students’ Day 83 
Clergymen’s Day 16 
County Officials’ Day 43 
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TABLE 6 
AL 9. Before I came to this hospital I expected to find it most like: 
A © 10. Now that I am here I find that this hospital is really most like: 


COUNTY 
CLERGYMEN’S OFFICIALS’ 
FAMILY DAY STUDENTS’ DAY DAY DAY 
y Before After Before After Before After Before After 
Like a school 12 25 10 41 3 8 5 8 
Like a prison 34 3 19 3 2 0 9 0 
Patients acting peculiar 52 1 59 5 5 0 l4 1 
Like a country club or 
summer resort 2 6 1 6 2 1 1 
Like an army camp 4 3 0 1 0 0 0 
Like a boarding house 8 17 6 19 2 3 10 
Just like any hospital 62 104 23 36 20 20 49 52 


What else 2 13 7 11 5 8 9 14 


larger student group). Of these 30 student 
nurses, 22 preferred lectures to discussions. 
Table 6 reveals the striking changes in 
Perception of a mental hospital that can oc- 
cur as a result of even a 1-day visit. Only 
one of the 450 visitors sampled indicated 
oe he had a less favorable view of the 
“pital after his visit than before. The 
Sreatest reductions were in the view of “pa- 
tents acting peculiar” and “like a prison.” 
ae greatest increases occurred with “just 
‘ike a hospital” and to a lesser extent 
bess Sa Favorable descriptions in- 
sists tom 207 to 357; unfavorable de- 
Be thes ns decreased from 199 to 17. (AIL 
oh i changes are highly significant sta- 
sally). Almost all of the “what else” 
P an Were laudatory remarks such as 
esi a, Place for treating the men- 
a zi ike a good mental hospital,” 
hese results point up the value of 

A ee of the community to visit 

x | 10spitals. It can be noted that 
pital certainly does not possess the 


most modern physical plant. Many of the 
buildings are over 30 years old. If attitudes 
can be altered to this extent by a visit to an 
older state hospital, the changes should be 
even more marked by visits to an ultra- 
modern hospital. 

In Question 11 an attempt was made to 
solicit the suggestions of the visitors for 
improvements in the Mental Health Week 
program. This was an open-ended item 
and the number of responses varied from 
group to group. On Family Day there were 
further signs of the reticence of the re- 
spondents: only 10% of the sample men- 
tioned any improvements. For the other 
groups, the figures were 58% (students), 
71% (clergymen) and 36% (county officials). 
Most of the responses dealt with such mat- 
ters as going through the wards, seeing 
more patient activities, arranging more dis- 
cussion of treatment methods, etc. Several 
will be quite helpful to the staff in plan- 
ning next year’s program. 

The answers in Table 7 indicate that the 
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“TABLE 7 
12. How did it make you feel to visit the hospital? 


PERCENT ON 
PERCENT ON PERCENT ON PERCENT ON COUNTY OFFICIALS’ 
FAMILY DAY STUDENTS DAY CLERGYMEN’S DAY DAY 
Curious 25 44 18 8 
Depressed 8 7 3 3 
Frightened 2 2 0 0 
Sad 11 7 5 3 
Nervous 6 4 8 0 
Optimistic 6 6 24 16 
Bored 0 6 0 0 
Sympathetic 49 4t 58 51 
No feeling at all 1 4 5 2 | 
Wanted to help 35 34 58 82 
Guilty 4 2 0 0 
Pleasantly surprised 33 17 26 24 


students were the most “curious” and least curred on Relatives’ Day. The predominant 
“pleasantly surprised” of the groups, while feelings expressed by all groups wee 
the relatives were the most “pleasantly sur- “sympathy” and “wanted to help.” 

prised.” The only visitors who reported be- Table 8 summarizes the responses ol 
ing “bored” were on Students’ Day and the those visitors who suggested actual improves 
greatest number of “guilty” responses oc- ments. It is important to note here that 


TABLE 8 
Type of improvements suggested by visitors * 


IMPROVE QUALITY 
= & ©, © | OF BUILDINGS 
IMPROVE PHYSICAL 


CARE OF PATIENTS 


MORE RECREATION 


© © > a |For PATIENTS 
MORE OUTPATIENT 
x 
NO RESPONSE 


FOR HOSPITAL OR 
SERVICE 


MENTAL HEALTH 


MORE BUILDINGS 
IMPROVE QUALITY 
OF STAFF 
MORE PUBLICITY 


~a 


Family Day 1 1 1 1 0 s 
Students’ Day 15 1 1 0 5 1 0 10 t 
Clergymen’s Day 3 6 o 0 24 6 6 ies 
County Officials’ Day 13 1 0 4 7 y 


* In percentage of total number of visitors. 
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on all days the majority of respondents 
either wrote something similar to “you're 
doing fine” or left the item blank. The 
percentages of visitors making concrete sug- 
gestions were 19 (Family Day), 46 (Students’ 
Day), 37 (Clergymen’s Day), and 33 (County 
Officials’ Day). The figures in the table add 
up to more than 100% as many respondents 
made more than one suggestion. Although 
the proportion of visitors making comments 
is not large, the differences between the 
groups are quite interesting. The families 
made almost no suggestions about improv- 
ing the physical plant of the hospital. It 
was the county officials and students who 
continually urged “more buildings,” “make 
it larger,” “more accomodations for more 
patients.” For the county officials this is 
understandable in view of the pressures on 
them to have county residents admitted to 
the hospital. All groups recognized the 
need for a larger staff. It is encouraging to 
note that many of the visitors mentioned 
the need for more trained psychiatric aides, 
long the forgotten men of the treatment 
Program. The clergymen were most con- 


_ cerned about obtaining more information 


on mental health and about the possibility 
of educative programs in their own com- 
munities, This becomes understandable 
when it is considered alongside the fact that 
every clergyman indicated that he had 
known personally someone who had been 


TABLE 9 


mentally ill. It has often been recognized 
that many families, upon suspecting mental 
illness in a child or relative, will call first 
upon their clergyman and only later upon 
their physician. Hence, there is a pressing 
need for greater mental health instruction 
for this group. 

Several of the comments were quite’ per- 
ceptive and may prove to be of considerable 
practical value to the staff in effecting con- 
structive changes. Here we may find such 
items as “relatives and friends should be 
allowed to attend the dances” and “have 
a list at the desk of patients who are 
able to leave with you for a visit so you 
don’t have to wait so long for the doctor's 
permission.” Others, such as the need for 
more personnel or more modern facilities, 
simply underscored what had been gen- 
erally known. 

The proportions in Table 9 are striking 
in that virtually all visitors felt that the 
Mental Health Week program had in- 
creased their interest in mental health. 
Informal talks with many of the visitors 
provided additional confirmation of this 
general feeling. How this interest can best 
be channeled constructively is a matter 
which warrants further investigation. 

From the responses in Table 10 it ap- 
pears that mental illness is becoming more 
widely recognized as a social problem. 
There is less denial of a friend or relative 


14. How has visiting here now affected your interest 
in the problem of mental health and mental illness? 


INCREASED DECREASED NO CHANGE 
SP gerne E E US SRS ea inact E 
ae Day 134 f AS 
tudents' Day 105 1 “i 
Clergymen’s Day 36 0 2 
County Officials Day 2 6 


83 
ee eee 
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15. Have you ever known personally anyone who was mentally ill? 


Family Day 
Students’ Day 
Clergymen’s Day 
County Officials’ Day 


who is ill. Even in the comparatively 
young student group, two-thirds of the re- 
spondents report having personally known 
someone mentally ill. These figures sug- 
gest that there are important social impli- 
cations in the oft-repeated figures on the 
number of persons spending some part of 
their lives in mental hospitals, i.e., in terms 
of how this impinges on other individuals 
and groups. 

In planning this year’s Mental Health 
Week observance it was often stressed that 
previous programs had provided few op- 
portunities for contact between the visitors 


TABLE 11 


YES NO. 
131 10 
76 40 
38 : 0 
86 1 


and the hospital staff, and that this contact 
should be greatly increased. The results of 
this effort are reflected in Table 11. 
When the study was first proposed, there 
was considerable concern because of the be- 
lief that a high percentage of visitors would 
report that they couldn’t find staff mem 
bers or would find it difficult to talk to those 
they found. On the basis of the visitors’ 
responses, these fears proved unfounded. 
The staff can derive considerable satisfac 
tion from the impressions they made on all 
groups. The dominant impressions were o 
being easy to talk to, friendly, sympathetic 


16. What is your impression of the staff members 


at this hospital? 


ooh eR ESE OA S TE S S 


PERCENT ON 

PERCENT ON PERCENT ON PERCENT ON county 

FAMILY DAY STUDENTS’ DAY CLERGYMEN’S DAY oFFIciAls DM 
Couldn’t find them 2 19 3 k 
Easy to talk to 45 40 47 e 
Distant 0 2 0 1 
Sympathetic 22 12 24 % 
Too busy to talk to me 2 2 3 2 
Competent 27 ll 60 57 
Hard to talk to 3 0 5 2 
Inadequate 1 2 0 0 
Friendly 53 63 60 ee 
Unsympathetic 2 0 0 2 
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17. Did you meet and talk to any staff members? 


Family Day 

Students’ Day 
Clergymen’s Day 
County Officials’ Day 


and competent. The students were the 
least impressed of the groups but this can 
be attributed to the high percentage who 
reported that they did not have the oppor- 
tunity to talk to any staff members. As 
indicated above, this will be adjusted next 
year by alloting several days for students 
(with special activities for seniors, college 
and nursing students, etc.), which will per- 
mit smaller group activities involving more 
student-staff contacts. The success of this 
type of grouping in relation to reported 
Contacts is seen in connection with the 
clergymen, 

The chief surprise in Table 12 was the 
y high percentage of relatives who reported 
I talking to a staff member. This still leaves 

one-third, however, who did not meet or 
talk to a staff member. Since Family Day 
Occurred on Sunday, when the least number 
of Professional personnel were at the hos- 
» Pital, and considering the positive responses 


TABLE 13 


YES NO 
105 46 
61 60 
33 4 
73 21 


of those who did contact staff members, it 
is planned to have virtually the entire hos- 
pital personnel present for Family Day next 
year. Unfortunately, we have little infor- 
mation as to whether the respondents were 
considering aides and administrative per- 
sonnel as staff members. The study of 
what constitutes a “hospital staff member” 
for the various groups would be an interest- 
ing problem in itself. 

Question 18 dealt with whether the staff 
members had answered the visitors’ ques- 
tions satisfactorily. Of those answering 
“yes” to Question 17, over 95% of each 
group answered this question affirmatively 
also. 

Question 19 asked whether the respond- 
ent felt lost in the crowd. Only on Stu- 
dents’ Day did any sizable proportion 
(50%) answer in the affirmative. Resolu- 
tion of this difficulty has already been dis- 
cussed. 


20. Do you feel that at some time you might be willing 
to do some volunteer work at this hospital? 


Family Day 

Students’ Day 
Clergymen’s Day 
County Officials’ Day 


YES NO 
78 39 
62 47 
24 8 
50 28 


a aa ani gD DU Semen oie EE 


It is difficult to accept the responses to 
the item in Table 13 at face value. Some 
of the spontaneous comments, however, are 
most enlightening: “Yes, if possible, but 
due to distance it might be difficult.” “I 
sure would like to but I haven't the nerve.” 
“Would be proud if I were to be asked and 
would consider it a privilege.” Even if 
only 10% of those giving affirmative an- 
swers were actually willing to do volunteer 
work, a considerable source of assistance for 
the hard-pressed hospital staff would be 
available, especially for the adjunctive ther- 
apies department (including recreation) 
where supplementary personnel are always 
welcome in the activities program, as well 
as in the other patient-oriented services. 

These responses are also significant con- 
sidered solely as expressed attitudes when 
contrasted with the representative attitude 
of many people (including adjacent towns- 
people) who have never visited the hospital, 
€g., “I wouldn’t go near that place for love 
nor money.” ‘ 


DISCUSSION 


The writers had three objectives in doing 
this study. First, there was the matter of 
evaluating the Mental Health Week pro- 
gram, to which the staff members had de- 
Voted considerable time and effort. Most 
of the professional staff had belonged to 
one or more of the committees and were 
justifiably curious to know whether their 
efforts had been worth while. It was also 
felt that such an analysis would be of some 
general interest, as Mental Health Week 
Programs are becoming more widespread in 
other institutions. 

There was also the possibility of doing a 
study of attitude changes in a concrete, 
naturalistic setting. The second reason con- 
cerned the hopes that such a study might 
demonstrate to others of the hospital staff 
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that research could be of considerable ue 
to them in helping them evaluate their 
activities. In essence, to make explicit the 
generalization that research is a good thing 
From this it might be possible to encourage 
other departments to join in and initiate 
research activities on other hospital prob- 
lems. 

The third goal concerned the matter of 
staff morale. It is a frequent argument 
against the prevailing policy of locating 
state hospitals away from any towns that” 
one is unable to attract and hold an ade 
quate staff because of the lack of cultural 
facilities. Hence, other inducements—such 
as housing on the grounds, free milk or free 
laundry for staff families—are often used. 
One means of attempting to remedy this 
situation is to institute a strong research 
program. If this can be done, the hospital 
staff may derive the support from such an 
activity necessary to compensate for the lack 
of cultural advantages in the community.” 

Considering these objectives in turn, the 
first question is whether the effort expended ` 
in the Mental Health Week program wa 
warranted by the results obtained. At first 
glance the figure of more than 1,000 mat 
hours devoted by the professional staff t0 
the preparation of the program seems Wi 
reasonably high, especially when the #¥ 
ices of the professional staff are in $ 
great demand. However, it must be weighed 
against the accomplishment of the progtall 
If we can assume that our sample of the 
visitors was representative, and there seems 
little reason to doubt this, then Wê a 
infer that over 90% of the visitors inte" 
their interest in the problems of men 
illness. Hence, for every man-hour that 
staff spent in preparing and carrying i 
the program, the attitudes of approxima j 
two visitors were favorably influenced: 7 
addition, although we cannot measure i 
rectly the ultimate effects of the chang? 


” the perception of the hospital from “like 
a prison” to “just like any hospital,” we 
may hope that they may someday manifest 
themselves either in the readier acceptance 
of former patients in the community, or 
more prompt recourse to the local mental 
health facilities in times of need. Individ- 
uals who believe that mental hospitals re- 
semble jails are not likely to commit their 
relatives if there is any chance to keep them 
_ at home. Many times incipient conditions 
are allowed to become more serious because 
the patient's family is unwilling to send 
him to a state hospital. It is not too much 
to hope that the changes in attitude indi- 
cated by the questionnaire may result in 
more enlightened practices by some of these 
visitors in the future. It is important to 
realize that some additional effort may be 
_ required by mental health personnel before 
this interest can be channeled construc- 
tively. Even the most enlightened citizenry 
ry require some professional assistance in 
forming a local mental health association. 
Visits to state facilities can and do arouse 
Interest, but it requires further planning to 
bring about organizations that can main- 
tain that interest over a period of time. 
: The same situation obtains when the 
| question of volunteer workers is considered. 
| The questionnaire responses revealed a 
considerable pool of potential volunteers 
| that Were not being utilized at all. Some 
| hospital personnel had previously urged 
E k full-time director of volunteer serv- 
thi e employed but no authorization for 
En been forthcoming. The present 
eoa that with a modicum of 
people rs cal perhaps a score of towns- 
AA 2 e induced to come to the hos- 
ordinat y basis. Even if a full-time 
é hirea or of volunteer services could not 
ae a place can be set where visitors 
Wek ied $ program could register if they 
& to do some volunteer work. 
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When such community interest exists, it 
can be utilized to supplement the hard- 
pressed hospital resources, especially the 
patients’ recreational activities. 

In considering the unique group of visi- 
tors that came on each of the four days one | 
should not lose sight of the indirect effects 
of the Mental Health Week program which, 
although secondary to the direct effects al- 
ready discussed, were equally pertinent to 
the over-all evaluation. In particular, one 
must consider how the effects of the Mental 
Health Week program for these four se- 
lected groups of visitors can influence non- 
visitors. The clergymen might serve as an 
example. If we look at their characteristic 
responses to items 12, 14, 15, 20 and 13 we 
find that they felt sympathetic and wanted 
to help, that their interest in mental health 
had been increased by this experience, that 
mental illness was a problem with which all 
of them had direct contact, and that three- 
fourths of them expressed willingness to do 
volunteer work in this area. In suggesting 
improvements, they indicated the need for 
increasing publicity for the hospital or men- 
tal health four times more frequently than 
any other suggestion. In view of this pat- 
tern of responses we realize how effective 
they can become in furthering such educa- 
tive publicity: a conservative estimate of the 
number of parishioners directly represented 
by 100 of these clergymen is 25,000. Sim- 
ilarly, the potential influence on wider 
groups by the county officials, students and 
relatives can be inferred. 

In terms of the first objective of the study, 
the questionnaire responses: 


e@ Demonstrated to those concerned that 
their efforts in preparing the program were 
largely successful. 


@ Showed the strong and weak points of 
the Mental Health Week program so that 
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specific changes can be made in planning 
next year’s observance. 


@ Brought forth the specific need of the 
community regarding mental health facili- 
ties that might be met to some extent by 
the hospital personnel. 


@ Revealed untapped sources of volunteer 
workers that could be utilized to supple- 
ment and enlarge the hospital’s treatment 
program. 

Regarding the second objective of the 
study, to demonstrate the value of research 
activity to the hospital staff, the effects of 
the study can be considered only as tenta- 
tive at this point. It seemed preferable to 
await concrete signs of such interest rather 
than to distribute an “attitude towards re- 
search” scale among the hospital staff. 
However, each of the individuals concerned 
in Mental Health Week was extremely in- 
terested in knowing the visitors’ response to 
the program on the days for which he had 
responsibilities, as well as to the over-all 
program. All agreed that certain changes 
should be made in next year’s program in 
the light of the questionnaire findings, and 
a committee was appointed to study the re- 
sults in detail. 

Although no one explicitly stated that 
research in general should be encouraged 
within the hospital, there were some heart- 
ening developments following the study. 
Several members of other departments ap- 
proached members of the psychology de- 
partment and asked their assistance in de- 
signing studies to meet their own particular 
research problems. This was not done on 
an inter-departmental level, but rather on 
the level of one professional worker asking 
another to contribute his skills in solving 
Particular problems. This happened on 
three separate occasions within a week after 
the preliminary results of the study had 
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been disseminated. It is too early to know 
whether these projects will materialize py, 
the latent interest has been brought to the 
surface. Also, the hospital's interest (which 
in past years had been rather conspicuoys 
by its absence) was expressed. The four 
key psychiatric administrative supervisor 
enthusiastically stated that this was just the 
type of “practical” research that should be 
encouraged in state hospitals. This expres 
sion of their willingness to sponsor such 
“practical” research could lead to the de 
velopment of an appreciation of the prac 
ticability of undertaking more “theoretical” 
investigations. This is an encouraging sign 
for a geographically isolated state hospital 
that has been almost exclusively service: 
oriented, if not custodially oriented, for 
over 40 years. 

It is even more difficult to assess the et- 
fects of the study on the morale of the pro 
fessional staff. No one who had beena part 
of the study could help but notice the sense 
of purpose of the participants; this was “out 
hospital’s study.” One concrete result i 
that the weekly departmental seminars a 
currently becoming more regularly involved | 
with the discussion and implementation at 
research proposals. One previous projet 
is being brought to completion and este | 
sions of this, and new, projects ate being 
discussed. In addition, staff members uf 
now more alert to problems in the hosp! 
that could be studied. f 

It was agreed by the Mental Health Wet® 
Committee that in the future an evaluancl 
should be done of each year’s prot! 
Results will influence the planning of F 
activities, and the method of evaluation y 
itself be refined with a view to constructii 
an instrument optimally suited to the 
ment of the structure and effectiveness 
Mental Health Week programs. It was 
gested that next year we also investiga 
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effect on patients of this influx of thousands 

’ of visitors; how do the patients perceive the 
phenomena of the Mental Health Week 
program and what are their attitudes and 
suggestions? 


SUMMARY 


As the annual observances of Mental 
Health Week constitutes one of the few 
links between state hospitals and the sur- 
rounding communities, and considerable 
time and effort are invested in them, it is 
important for hospital authorities to gauge 
their effectiveness. The present study repre- 
sents an evaluation of a 4-day program at 
a midwestern state hospital which was at- 
tended by over 2,500 visitors. 

A 20-item questionnaire was administered 
to randomly selected groups each day. The 
visitors completed the forms anonymously. 
Some of the more important findings of 
the study follow: 


1, On some days, more than half of the 
Visitors had attended previous Mental 
Health Week programs at the hospital. 
Hence, it seems inadvisable to use identical 
activities or displays on succeeding years 
unless parallel activities are scheduled. 


2. Although most visitors are interested in 
Teturning to next year’s program, a large 
number are not sure. This may indicate 
the value of informing the relatives that 
they need not have a family member in the 
hospital to attend a Mental Health Week 
Program, and of considering ways in which 
graduating high school seniors may con- 
8 to find constructive outlets for their 
est in mental health issues. 


; The largest number of visitors drove 
ie 100 miles to attend the program. This 
Owed the need for scheduling activities 


in 8 
; the afternoon and evening rather than 
in the Morning. 


4. Many visitors resent a “guided tour” ap- 
proach to the Mental Health Week pro- 
gram. They prefer to see the treatment 
facilities and patient activities rather than 
the physical plant of the hospital. 


5. There were marked differences between 
the groups as to the types of program they 
preferred. Families of patients and high 
school students preferred hearing lectures 
to participating in discussions. More artic- 
ulate visitors, such as clergymen and county 
officials, were evenly divided as to which 
they preferred. These differences in pref- 
erence raised the question of optimal use 
and structuring of “participation” activi- 
ties, 


6. There were striking changes in the visi- 
tors’ perception of the hospital. Many who 
expected to find it “like a prison” and with 
“patients acting peculiar” reported that 
they found it to be “just like any hospital.” 
As a result of the program, favorable de- 
scriptions of the hospital increased from 
207 to 357; unfavorable descriptions de- 
creased from 199 to 17. 


7. The most frequently aroused feelings of 
the visitors were sympathy and a desire to 
help. This raised the question of possible 
modes of involvement. 


8. In suggesting improvements for the hos- 
pital, the patient’s relatives focused on se- 
curing more staff and increasing the num- 
ber of recreational activities for patients. 
The students were more interested in im- 
proving the buildings and more staff. The 
clergymen were most concerned with more 
educational programs for mental health. 
The county officials were most interested in 
enlarging the hospital and in more out- 
patient services. 


9. Visitors generally had very favorable im- 
pressions of the hospital staff members they 
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contacted, considering them friendly, easy 
to talk to, sympathetic and competent. 


10. Over 95% of the visitors on all days 
reported that the program increased their 
interest in mental health, 


11. A high percentage of the visitors re- 
ported that they would be willing to do 
volunteer work at the hospital. 
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The results of the study were well re 
ceived by the hospital staff. Certain specie 
changes in next year’s program were rec. 
ommended. A more favorable climate for 
research activity was created, and several 
staff members from other departments ex 
pressed an interest in undertaking studies 
relating to other aspects of the hospitals 
psychiatric program. 
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| Not all are definitely defective 


“The instances of conspicuous difference be- 
tween a child’s level of functioning and the 
devel of his capacity are almost legion. In 
MY experience it is far from uncommon for 
Parents to bring their child to my office 
With the complaint that he is doing poor 
a failing school work. The results of in- 
peal intelligence tests then frequently 
l a the child to have mental abilities 
is | more than qualify him to deal with 
4 oe required of him at the time insofar 
An ool achievement is concerned. An 
a iit example of what can exist by 
Fics ay between levels of perform- 
bid yo potential is the case of a 12-year- 
Be Ase who was referred to me be- 
an y ailing grades. Tests showed he 
Pa pae quotient of 161, which 
perior mn not only as having very su- 
capacities but also placed him in a 


8rou 
ofl e or excelled by only one out 


Some observations 
on pseudo-retardation 


and parental concerns 


Along with their concern about the child’s 
achievement parents frequently voice com- 
plaints against the school, the teacher or 
both. And while there may be real reasons 
for criticism of the school, findings indicate 
that the difficulty occurs at least as often 
among children who attend a school of 
high standing as among those who do not. 
In fact, inadequacy of functioning by the 
child seems to have its roots not so much 
in the school as in the almost universally 
chronic disorder among parents, namely, 
the endless worry to help the child get 
quickly ahead! 

The factors in our society of strong en- 
vironmental pressures and competition to 
achieve have been pointed up by research 
workers in the field. Child (6), for example, 
in a discussion of cultural pressures and 
achievement motivation states: “The degree 
of stress upon achievement in our child 
training is very high indeed, strikingly illus- 
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trated by the fact that achievement pres- 
sures are in a sense exerted even at an age 
when they cannot possibly have an effect, 
as in praising a young baby for his birth- 
weight or his liveliness, or at an age when 
they can hardly be other than detrimental, 
as in the early imposition of severe demands 
for achieving cleanliness.” 

With pressures for early motor and verbal 
development as forerunners, intellectual ac- 
complishment becomes the focal point of 
parental concern, and consequently for par- 
ental demands, as the child nears school 
age. 

In defense of the parent, it might be said 
that his own feeling of uncertainty as to 
his role and his child’s future seems an im- 
portant factor in the strenuous demands he 
makes. 

Obviously enough, every child does not 
respond with inadequate behavior to the 
standards set up for him. The particular 
child’s response depends upon a whole set 
of more or less complex circumstances 
which include such factors as the overall 
parental attitude, the degree of pressure 
and the child’s intellectual equipment. A 
very superior child may, for example, tend 
to take on the high goals that his parents 
have set for him as his own goals and so 
function very competently at a high level. 


DEVELOPMENTAL READINESS AND 
ENVIRONMENTAL STIMULATION 


On the other hand, fundamental principles 
of growth and development play an all- 
important role. These laws indicate the 
influence of maturational factors on the 
child’s ability to profit from “nurture,” 
whether in such matters as training for 
bladder control and walking, or in intel- 
lectual performance. 

The principles of growth and develop- 
ment as they relate to rehabilitation of the 
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cerebral palsied child and to problems ai 
retardation in general have been considere 
in earlier studies (2, 3). In these papers the) 
effects of special stimulation are discuy 
It will be sufficient to report here that re 
search reports dealing with acceleration o 
mental growth through added stimulation 
or pressure describe results which on the 
whole tend to be negative. The exception 
are those instances where there has been 
marked deprivation. j 

Negligible results where special methodi 
to hasten development have been brought 


tion and clinical endocrinology (4) as well 
as in educational programs. 

In a study designed to determine whethet 
or not specialized training raises the child 
intelligence quotient, Graves (7) found no 
table increases in 1Q’s of children who ve tA 
tested, coached and retested with the sam 
items. A falling-off of increment with tit 
passing of time was found, however, inl 
tests three months and one year late 
Grave's study illustrates how a child shed 
or sloughs off, so to speak, what hei 
developmentally unready to assimilate 4 

An aspect of the expression of gon 
indicated by the foregoing study iS ™ 
principle of resistance to displaceme: 
Olson (11) describes the principle as fF 
lows: “Any organism in a systematic i 
of change of growth tends to resist displ 
ment caused by factors involving “4 
stimulation or deprivation and to restore 
projection of the original rate when © 
factors are removed.” It might be 2% 
that restoration of the original rate 1 
to the course of development particula 
characteristic of the given child. 

Developmental laws are well summa” 
by Olson. He states that the child bi 
design for growing. Optimum nurture” 
fills the design. A child tends to grow ™ 
rapidly to make up for temporary P&™ 


of deprivation. But attempts to force 
_ growth are resisted. 


_ EFFECTS OF PARENTAL 
PRESSURE TO ACHIEVE 


Dynamically, a child normally seeks nurture 
in activities in accordance with his growth 
potential. From the standpoint of the en- 
vironment, the child tends to respond with 
the behavior esteemed by his culture—if the 
behavior is within his present equipment for 
possible successful response. Success brings 
with it the most gratifying reward, love from 
parents or other significant figures. On the 
other hand, behavior that is not adapted to 
the expectancy carries the likelihood of par- 
ental disapproval and threat to security. 
Again it should be stated that there is no 
simple cause-and-effect relationship in in- 
stances where the child’s functioning is in- 
adequate to his capacity. The multiplicity 
of factors which may be associated with the 
problem is suggested by Pearson's (12) sur- 
_ ¥ey of learning difficulties. Pearson points 
up that learning difficulties are essentially 
4 problem of ego psychology. The various 
factors which hinder the ego may occur in 
the ego itself or as the result of influences 
emanating from superego or id. He con- 
Siders eight different groups of causes of 
pisithed capacity to learn with both di- 
Sct and indirect influences. 
4 = _Purposes of this discussion, however, 
Bin, ake ent to state that consistent 
[ Eens TES about the nature of de- 
Dre a adjustive behavior, marked 
ction: : etween levels of capacity and 
“child's aay usually symptomatic of the 
Eiana. re in dealing with harsh de- 
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a addition to poor scholastic achieve- 
TN pere are frequently other symptoms 
a Products of the difficulty in the child’s 


pacit 3 
y to adapt to environmental pres- 
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sures. These symptoms appear initially in 
the psychological testing situation as appre- 
hension, timidity and uncertainty, and in 
a readiness to give up rather than attempt 
to work through a test item which would 
normally be a comfortable challenge. In 
most instances, however, these children 
tend to respond favorably to an individ- 
ualized approach to obtaining an estimate 
of their mental abilities. I have found that 
in an atmosphere which appears casual and 
pervaded with reassurance and encourage- 
ment the quality of the child’s total per- 
formance usually approximates that of his 
potential or capacity. 

It is indeed regrettable that the stern 
measures which seem to cause the psycho- 
logic disfunctioning in the first place be- 
come even more severe as the child demon- 
strates his inability to achieve. What seems 
to occur is that parental concern becomes 
intensified and thus the child’s symptoms 
are exacerbated. 


THE PSEUDO-RETARDED CHILD 


There is another group, however, with psy- 
chologic disfunctioning where the implica- 
tions are far more serious. I refer to those 
children who have normal or superior po- 
tential, fail in school work and, in contrast 
to the former group, show defective mental 
capacity on the basis of intelligence test 
performance. It is with this group, the so- 
called pseudo-retarded, that this discussion 
is primarily concerned. 

A diagnosis of pseudo-retardation is a 
diagnosis in retrospect: a child previously 
diagnosed as retarded subsequently is found 
not to be. Obviously, the extreme gravity 
of the problem rests in the earlier diagnosis. 
The management of a child who is irrever- 
sibly feebleminded differs considerably 
from the care and handling of a child whose 
potential is average or better. 
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The literature on pseudo-retardation sug- 
gests that the diagnosis is generally psycho- 
metrically oriented. I have found that the 
psychometric results—with its classification 
“retarded,”—in most instances merely tends 
to supply objective evidence of what the 
adults who are in daily contact with the 
child already believe. In other words, the 
child’s behavior has already, in one way or 
another, raised doubts about the normalcy 
of his mental status. 

It is not to be presumed that an incor- 
rect diagnosis implies a careless or neces- 
sarily inexperienced approach. Cassel (5) 
points out that the most experienced and 
painstaking clinician may be guilty of in- 
sufficient examination. Cassel states that 
although every one of the Specific causes 
appears to be quite obvious when singled 
out, in the clinical situation they often re- 
main obscure. Kanner (8) lists a number 
of conditions which are especially apt to 
mask the child’s intellectual potential. 
Among these conditions are visual difficul- 
ties, hearing impairment, negativism and 
schizophrenic withdrawal, In his discus- 
sion of feeblemindedness Kanner describes 
the “determinants” necessary to be con- 
sidered in every instance of retardation, 
The many aspects of the problem of under- 

Standing the condition are perhaps best 
indicated by his list of determinants. These 
are: genetic, cultural, material, physical, ed- 
ucational and emotional in Kind. Simi- 
larly to Kanner, others in the field have 
given rather comprehensive lists of condi- 
tions or &roups of individuals in discussing 
Pseudo-retardation, 

In contrast, the present consideration of 

" casual factors may perhaps seem somewhat 
of an over-simplification, If inadequate 
functioning such as that described earlier 
may be regarded as indicative of the child's 
failure to adapt to environmental pressures, 
then I believe it may be said that Pseudo- 
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retardation is evidence of the child’s fur- 

ther inability to Tespond to severe demands, 

Contrary to the group whose functioning is 

inadequate, but whose levels of test per- 

formance and Capacity are comparable, the 
pseudo-retarded child not only functions 
inadequately but has developed a wall of 
stupidity to defend himself from external 

stimuli which are anxiety-provoking and 4 

with which he is unable to cope. 

Other writers have described pseudo-re- 
tardation from a somewhat similar point of 
view. Altable (1), for example, says that 
the pseudo-mentally deficient individual is 
one with disorders of personality which 
cause a diminution of his cognitive capacity, 
An all-important question might then be 
raised as to the nature of the environmental 
demands which cause these children to ad- 
just in the particular way they do. 

It would seem that where pseudo-retarda- 
„tion occurs the child has protected himself 

from pressures even more formidable than 
the very strong achievement strivings which, 
as indicated earlier, characterize our so- 
ciety. On the other hand, the unreasonably 
high demands which the parent imposes 
in these instances appear to be an ex- 
Pression of his own deep concern, of which 
he may be unaware, that perhaps his child 
hasn’t the intellectual equipment to make 
the grade, so to speak, at all. But what are 
the threatening elements which cause these 
Parents to be beset with such fears and mis- 
givings? 

Some answer to the question appears to 
have emerged from the data that I have 
obtained in my history-taking of children 
brought to me for examination because 
they were Presumably retarded. I have í 
noted almost invariably that the child was = 
an adopted child or he belonged to a family 
where there already was a member who 
suffered a mental disorder either organi 
or functional. i 


PSEUDO-RETARDATION 


AND ADOPTION | 


It is readily recognized that adoption is for 
_the adopting parent an experience with 
deep emotional aspects. The strong per- 
sonal significance of adoption is suggested 
by McCormick (10), who points up that the 
ability to produce a child is a fulfillment 
of womanhood and manhood, a sort of 
proof of adequacy against the insecurities 
and anxieties present in every human per- 
sonality. It has been suggested that adop- 
tion is basically an attempt to compensate 
for the failure to procreate. 

In line with the attempt to compensate 
for what they regard as an inadequacy, the 
adoptive parents frequently seek to obtain 
“a perfect child.” This is often reflected 
‘not only in the exaggerated concern over 
inconsequential defects when the adoptive 
parents first see the child, but also later in 
_ the high goals set for him. In such in- 
stances the very harsh conditions under 
which the adopted child may experience ac- 
ceptance make his poistion, from the stand- 
point of security, a most tenuous one in- 
deed. The parental attitude, readily felt 
by the child, appears to be suggested by 
Prentice (13) in her book, An Adopted 
Child Looks at Adoption, when she says, 
“The burden of my obligation to be a per- 
fect specimen was too much for me.” 

Coupled with the doubts about them- 
selyes, adoptive parents frequently worry 
lest the child evidence some undesirable 
traits of his own, since in most instances the 
identity of the child’s true parents is with- 
held. It can be seen then how anxiety 
‘about unknown factors, together with the 
adoptive parents’ feeling of inadequacy re- 
lating to their role, might c ge them to 
exert pressures on, the child\egea more 
strenuous than those exerted py natural 
# parents. 
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It should perhaps be indicated here that 
the foregoing interpretation does not in- 
tend to imply that an atmosphere of anxiety 
and unreasonably high standards insofar as 
the child’s achievement is concerned are 
representative of adoptions in general. If 
the ability to function adequately is used as 
a measure of adjustment, then it may be 
said that in many instances of adoption the: 
reverse condition prevails, i.e., the child en- 
joys the kind of acceptance which encour- 
ages the release of abilities. That there are 
in many instances conspicuous develop- 
mental gains subsequent to the child's place- 
ment with adoptive parents has been con- 
firmed by Dr. De Leo, attending pediatri- 
cian at the New York Foundling Hospital. 
In a recent conversation with him he told 
me that through the years he has frequently 
noted impressive progress when children he 
had examined developmentally prior to 
adoption visited the hospital at school age. 
My data, however, suggest that pseudo-re- 
tardation in an adopted child is an out- 
come of severe pressure by the parent for 
the child to achieve. 

The following two cases are presented as 
illustrative of the problem. 


MARY S, 11 YEARS, 9 MONTHS 


Mrs. S's chief complaint about Mary was 
that she was doing very poor work in school 


and showed lack of interest., Mary had 


been adopted at the age of 114 years. The 
information that she was an adopted child 
had been withheld from her. She was the 
only child in the family. Subsequent to 
the adoption, the family had moved: several 
times in a few years, which Mrs. S believed 
was the basis for Mary’s “unsettled feeling.” 

Mrs. S appeared to be in her early forties. 
Her manner in general, especially her 
speech, seemed somewhat hurried. She had 
worked intermittently during Mary’s early 
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years, and Mary was cared for by her grand- 
mother. At Present Mrs. S was employed 
as secretary in an educational institution. 
Mr. S was in government employ in a 
Supervisory position. 

Mrs. S told me that Mary had been tested 
Prior to adoption and that the results indi- 
cated she was “college material.” But the 
child’s school history seemed to bear evi- 
dence to the contrary. Mary had been left 
back twice in the second and third grades 
and at present was failing miserably in all 
subjects in the fifth grade, where she had 
been placed so that she could be with chil- 
dren her own age. Living in a suburban 
community, Mrs. $ feared Mary would be 
singled out as the “town idiot.” 

Through the child’s early years the adop- 
tive parents approached the problem in a 
“very stern and impatient” manner, This 
information Mrs, § volunteered. She added 
that both she and her husband had subse- 
quent feelings of guilt, They were now 
earnestly attempting to be patient and un- 
derstanding. The Parents’ intense anxiety 
toward their young adopted daughter 
seemed further reflected in the very strong 
punitive measures resorted to in their ef. 
fort to get her to achieve according to their 
expectations. For example, in the super- 
vision of school homework, the mother 
would stand over Mary with a paddle in 
hand which she applied whenever the child 
gave an incorrect response, 


i PSYCHOLOGICAL EXAMINATION 


1 The responses indicated good form; there were 
more than the average number for her age, both of 
whole responses, which were well organized, and 
movement responses, 
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1 
was friendly and she smiled as she re- 
sponded to my comments made in an effort 
to engage her in informal conversation, 

She responded to the intelligence test 
items with seeming apprehension and un- 
certainty. Her answers were slow and la- 
bored and she showed a tendency to give 
up readily and say, “I don’t know.” She 
frequently injected self-critical comments 
relating to her responses such as, “I made 
it crooked” and “I wish I could get it 
right.” In the item, number concepts, she 
placed the blocks with meticulous care; her 
figure drawings were characterized by rigid- 
ity of line, 

On the Revised Stanford-Binet Scale of 
intelligence, Mary obtained a mental age of 
6 years, 4 months and an intelligence quo- 
tient of 54. This of course placed her in 
the classification “mentally defective.” She 
passed the vocabulary test at the 6-year 
level. Her highest success was at the 8-year 
level in a test involving memory of a story, 

Mary's response to the Rorschach test 
showed, on the other hand, that the young- 
ster definitely and unquestionably had su- 
perior capacities. It might be mentioned 
here that my estimate of Mary's capacities 
was confirmed by another worker who, in- 
dependently and without any information 
other than the necessary facts such as age 
of the subject, analyzed the total Rorschach 
record. This procedure of so-called “blind 
analysis” was also carried out with on the 
other two Rorschach records discussed be- 
low. (tee 
case, there were features 1 in 
which are not found in in- 
t feeblemindedness. The rec- 
at she was unable to func- 


tion on a Idře] comparable to her capacities 
because of Revere emotional interference 
which at (Ad was so marked that thinking 


became irratidnal, The content of the rec- 
ord showed in fact that extreme environ- 
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mental pressure had been exerted for Mary 
to achieve intellectually and that she had 
been overwhelmed by this treatment. 

In the social area, almost complete repres- 
sion of spontaneity was indicated. She 
tended to avoid social contacts whenever 
possible even though the record showed 
clearly that basically she was outgoing. Her 
avoidance of contacts pointed in the direc- 
tion of an environmental problem with 
which she was unable to cope. 

A final aspect of the Rorschach protocol 
that is pertinent to this discussion is that it 
contained many neurotic features and indi- 
cated urgent need for psychiatric help. The 
record resembled most closely the records 
of poorly adjusted anxious psycho-neurotics 
with schizoid trends. On the basis of the 
total picture, one would expect that if a 
break did occur it would be in the direction 
of a psychosis. 

The conspicuous difference between 
Mary’s level of performance on the one test 
and level of potential as indicated by the 
other points up further the importance of 
basing evaluations on more than one diag- 
nostic technique. Particularly where there 


` has been strong parental pressure for in- 


tellectual achievement, the child frequently 
is threatened when confronted with ques- 
tions such as those which make up intelli- 
gence tests and are asked in accordance 


_With standardized techniques. The testing 


situation has for the child too many ele- 
ments which bear similarity to painful 
home experiences and parental testing of 
his achievement. The Rorschach tech- 
nique, with its unstructured material and 
Opportunity for freedom of response, seems 
in most instances to be less anxiety-provok- 
ing. j 
Again there are times, however, when an 
estimate of intellectual status based to some 
extent on objective measurement has, of 
necessity, to be exclusively psychometrically 
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oriented. This was the case in examining 
Alice. 


ALICE, 8 YEARS, 3 MONTHS 


There was an urgency to Mrs. C's request 
for an appointment. The reason she gave 
was that only a few days remained before 
the expiration of the l-year period to legal 
adoption of the child. Mrs. C said Alice's 
problem was poor comprehension as well 
as limited speech. She further reported 
that Alice cried and rocked in bed at night 
—all signs, as Mrs. C put it, of retardation, 
There had been a recent examination by 
a professional worker which confirmed the 
adoptive parents’ suspicion of feeblemind- 
edness. Mrs. C said she wanted another 
opinion since there was still time to “give 
the child back.” 

Both parents accompanied Alice for the 
examination. Mrs. C appeared to be in her 
late thirties. She was a former elementary 
school teacher. Her upset was quite ap- 
parent by her manner in general and by the 
tears which readily came as she spoke about 
Ate. Mr. C seemed to be in his early 
forties. He was self-employed in manufac- 
turing. He had a quiet manner and his 
only participation in the conference was to 
inject a comment here and there, as Mrs, C 
excitedly poured out the complaints and 
gave the information in response to my 
questions. ‘The adoptive parents had a 
child of their own, a boy of 7. 


PSYCHOLOGICAL EXAMINATION 


Alice was a nice-looking little girl of aver- 
age size for her age. She sat quietly with 
seeming interest in the test materials as I 
presented them. There was no understand- 
able speech during the period of examina- 
tion. At the outset she appeared to have 
considerable difficulty in comprehending 
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the test questions and directions in response 
to the Revised Stanford-Binet Scale. I soon 
found that once Alice did understand what 
she was requested to do she gave a direct 
response quite unlike that of a true feeble- 
minded child. She achieved success on the 
3-hole form board at the 2 years, 6 months 
level and at the 3-year level, and at the 
3-year level she also passed the following 
tests: stringing beads, building a bridge, 
and copying a circle. Drawing a cross was 
successfully performed at the 3 years, 6 
months level. The Stanford-Binet Scale is 
heavily weighted with verbal items, and 
speech seemed the stumbling block in 
Alice’s case. Consequently I could not ob- 
tain a mental age and IQ on this test. 

By now it occurred to me that a hearing 
impairment might possibly be a causal fac- 
tor in the seeming retardation. And so I 
attempted to get some objective evaluation 
of Alice’s abilities by introducing the Mer- 
rill Palmer scale, an intelligence test made 
up largely of items requiring the manipu- 
lation of concrete materials. When neces- 
sary, I used gestures to communicate direc- 
tions. 

Alice’s response to this test was in marked 
contrast to her earlier behavior. She 
worked steadily along, smiled and seemed 
pleased with her accomplishments. In a 
couple of instances she even sang as she 
worked. Her highest success was with two 
tests (picture puzzle and form board) at the 
54-59 month level. On the basis of her 
performance on this scale her mental age 
was 3 years, and 4 months; her 19 103. This 
estimate of Alice’s intelligence I regarded 
as minimal and influenced by what I now 
felt to be the handicap of defective hearing. 
(That Alice had impaired hearing was con- 
firmed some days later through hearing 
tests.) 

Since the measure of Alice's intelligence 

placed her within the normal range she 
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did not, of course, come under the category 
of pseudo-retarded as described above. I 
have included this case, however, to point 
up how essential itis in the clinical situa- 
tion to consider all possible determinants 
of apparent retardation. But I have also 
cited this case to indicate that even where 
there is some defect, such as Alice’s defec- 
tive hearing, it is frequently the parent’s 
attitude, more than the defect, which con- 
tributes to the retarded behavior. For Mr. 
and Mrs. C their adopted child’s delayed 
speech and difficulty in understanding what 
was said readily became evidence substanti- 
ating the doubts and misgivings they had to 
begin with. The intensity of this adoptive 
mother’s anxiety about the intellectual 
status of her child was conspicuously re- 
flected in her response when I gave the 
report of my findings. She cried, ques- 
tioned the test results, and held to her con- 
viction that Alice was feebleminded. 


INTELLECTUAL IMPAIRMENT 
IN THE FAMILY 


The histories of the rest of the group under 
discussion showed that in almost every in- 
stance there was a family member—a sib- 
ling, paternal or maternal uncle or aunt— 
who had preceded the pseudo-retarded 
child with disturbance in intellectual func- 
tioning. Although there was this familial 
coincidence (and inheritance cannot be 
ignored), my data tend to show that it was 
not heredity but the parent’s idea of he- 
redity that figured in the pseudo-retarda- 
tion. Regardless of the causal factors, these 
parents felt that the deviant behavior al- 
ready present in the family predestined the 
child to comparable mental disorder. This 
notion was enough to add weight to the 
anxiety that the parents had already ex- 
perienced in their relationship to their 
child. 


| 
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' The way in which parental anxiety can 
override reason and logical thinking is evi- 
denced in the case of Joan. 


JOAN F, 6 YEARS, 11 MONTHS 


Mrs. F brought Joan to me on the advice of 
her pediatrician. The mother’s complaints 
were that her daughter was sluggish, men- 
tally slow and unwilling to learn. Joan 
was in the second grade but doing very 
poor work, and she couldn’t read. 

A note to me from the referring pedi- 
atrician stated that Joan seemed to suffer 
some retardation. The doctor reported 
that examination showed nothing patho- 
logical. Tests for hypothyroidism were 
negative. 


PSYCHOLOGIGAL EXAMINATION 


Joan was taller and heavier than average 
for her age. She wore glasses. She was 
slow-moving as she walked to the room for 
the testing, and this seemed her character- 
istic gait. Once seated, she was friendly 
and talkative. 

During the testing she would become 
distracted for a brief period and then re- 
turn to concentrated attention. Through- 
out, she made frequent comments on her 
intellectual functioning such as “Tm 
smart,” “I even know how to color and 
read, but I can’t write.” She responded to 
praise of her performance with the com- 
ment, “That’s being very smart. My 
mother will know that I'm perfect.” 

On the Revised Stanford-Binet Scale Joan 
obtained a mental age of 5 years, 4 months. 
Her intelligence quotient was 77. The test 
results classified her as “borderline defec- 
tive.” There was a wide scatter and un- 
evenness in her performance. She failed 
as low as the 4-year level, passed items at 
the 8-year level. 
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Joan’s response to the Rorschach test 
showed that she had superior intelligence. 
It showed her to be very productive with 
good imagination. Anxiety and basic in- 
security were indicated. The record 
showed, in fact, that one would expect 
some difficulty in behavior because of her 
insecurity and need to work out some 
method of defense. 

The severe demands made upon Joan by 
her mother became apparent in my inter- 
view. For example, she had made a per- 
sistent attempt to change the child’s hand- 
edness from left to right. At the time, she 
was making strenuous efforts to get Joan 
to read. There was also worry because 
Joan couldn’t write on a straight line. Mrs. 
F said this against progressive education: 
“They don’t believe in forcing. If she 
doesn’t want to learn, she doesn’t have to.” 

Mrs. F volunteered that she herself had 
been an honor student. She felt, however, 
that her intelligence was “just average.” 
Her husband, a government official, had 
superior intelligence, she believed. 

She seemed deeply moved when, in re- 
porting the results of my examination, I 
told her that her daughter had superior 
potential. It was at this point that she let 
the skeleton out of the family closet. She 
told me that she had a son, now 11, who 
had suffered a brain injury in a difficult 
birth with instruments, and as a result he 
was defective. She had been told that men- 
tally he would not mature beyond 7 years. 
She quietly admitted that she had always 
been very worried about Joan because of 
her brother. And then this mother who 
only a few minutes earlier had told me of 
her own outstanding academic success asked, 
“Ts it hereditary?” 


Authorities in the field of personality dis- 
orders have in most instances included 
intellectual impairment in their character- 
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izations of the child with schizoid or schizo- 
phrenic personality. A good deal of in- 
quiry into the etiology of these disorders 
has been carried out, but as Kanner (9) in- 
dicates much of the research has been lim- 
ited to endogenous factors and little at- 
tempt has been made to bring parental 
attitudes and childhood schizophrenia into 
relation to each other. 

In his Child Psychiatry Kanner concludes 
his consideration of the nature-nurture con- 
troversy with this observation: “Persons are 
accessible and modifiable, genes are not. A 
child, his attitudes, and other people’s atti- 
tudes toward him can be reached and 
‘adjusted.’ ” 

The progress in the following case gives 
credence to Kanner’s principle and at the 
same time shows again how the factor of 
already present impaired intellectual be- 
havior in a family member can tend to in- 
fluence the mother’s attitude toward her 
child. 


PETER G, 5 YEARS, 1 MONTH 


My contacts with Mrs. G and Peter were 
at a child therapy clinic.1 The mother 
brought the child upon the advice of his 
pediatrician. Mrs. G wanted treatment 
only for Peter but finally agreed to go along 
with the clinic's policy that she also be 
seen on a regular basis. 

Mother and child had separate sessions 
once a week for two and a half years. Their 
visits were interrupted shortly after treat- 
ment started because Mr. G became ill. 
Treatment was resumed after an interval 
of a year and a half. 

Mr. G’s complaints in the initial inter- 
view were that Peter was a stubborn child 
and that he seemed backward and didn’t 


1The Postgraduate Center for Psychotherapy in 
New York City. 
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seem to understand what was said to him. 

Mrs. G was 42 years old. She was care- 
less in appearance and there was a some- 
what stark aspect to her dress; she didn’t 
allow herself the adornments of which, she 
later confided, she was so fond. Her man- 
ner was brusque. She sat poised, especially 
during the early phases of therapy, as if to 
defend herself and at the same time with 
what appeared to be an air of readiness to 
take off and get back to her daily chores. 
In addition to the management of her 
household, she relieved her husband every 
afternoon in the small neighborhood sta- 
tionery store they owned. 

Peter’s father was 50 years old. He was 
of large physique and immobile expression, 
and spoke and moved slowly. He worked 
hard in his store, but in contrast to his 
very efficient wife he seemed to accomplish 
results far from commensurate with the ef- 
fort invested. He lived a very circumscribed 
life in which work and rest figured largely. 
When his wife was in the store he would 
take over the care of Peter. He disciplined 
a good deal with threats and physical pun- 
ishment and was greatly feared by Peter. 
There was one other child, a boy of 16. 
The several contacts that I had with Mr. G 
indicated he had a schizoid personality, and 
his history suggested that in the past there 
may have been several psychotic episodes. 

It is not within the scope of this paper 
to consider the dynamics of the case nor to 
describe in any detail Peter’s and Mrs. G's 
progress in therapy. In line with the pres- 
ent discussion it should be pointed up that 
Peter’s brother was also experiencing diffi- 
culties in adjustment, but they did not af- 
fect his intellectual functioning. In fact, 
he was an honor student. One symptom 
of Peter’s difficulties was his apparent re- 
tardation. Mrs. G had been exceedingly 
over-protective with both her children, and 
she had dominated both. There appeared 


one conspicuous difference in her attitude 
toward her two children. Her older boy 
had been a quiet child and complied read- 
ily. His compliance reassured his mother. 
Peter, on the other hand, had been quite 
active. When he learned to move about, 
his mother said, he became destructive. 
Mrs. G told me how shocked she had been 
one day when Peter pulled two tubes out 
of the radio set and broke them. His be- 
havior confirmed Mrs. G's greatest fear, 
namely, that her child had inherited the 
personality disturbance of his paternal 
uncle. Mr. G had a brother 32 years old 
who, the family doctor informed me, was 
schizophrenic and had undergone hospital- 
ization several times. Mrs. G could not 
forgive her husband that this illness in the 
family had been withheld from her prior to 
their marriage. 

The idea that her child was defective in- 
creasingly obsessed this mother. With her 
anxiety thus intensified she took Peter from 
doctor to doctor for an opinion. In one in- 
stance, glutamic acid had been prescribed. 
Mrs. G would ply Peter with questions to 
test him and to determine whether he 
could give reasonable answers. She told 
me that her brother-in-law did not under- 
stand too well what was said to him. Even 
before Peter entered kindergarten, his 
mother tried to teach him to read and 
write, She was afraid that he would be 
placed in a class for the retarded. 


PSYCHOLOGICAL EXAMINATION 


The following is from a report of tests given 
to Peter when he was 4 years, 9 months. 
The report was sent to the clinic by the 
psychologist who examined him at that 
time. 

Peter looked more like a 6-year-old than 
his 4 years, 9 months. He talked in a slow, 
laborious monotone as if each word had 
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equal value. Frequently his spontaneous 
talk rambled in a disconnected way from 
one subject to another. He followed sug- 
gestions and directions, but in a slow way 
and after a noticeable lapse of time. He 
showed little spontaneous interest in play, 
only a desire for physical activity and ex- 
ploration. 

On the Stanford-Binet test Peter achieved 
a mental age of 3 years, 7 months. The in- 
telligence quotient was 75, which classified 
him as “borderline defective.” 

The Rorschach record showed a tendency 
toward uncontrolled excitability when he 
was emotionally stimulated. There was 
neither the ability to adapt to others nor an 
attempt to make others adapt to him. 
There was just an excitability. The record 
further showed a tendency when he was 
left on his own to cling to, or to revert to, 
old infantile patterns of behavior. A good 
deal of free-floating anxiety was aroused 
on those occasions when he sought to lean 
on someone. 

The psychologist concluded the report 
with the statement that the weight of the 
test results and of the behavioral observa- 
tions strongly suggested a schizoid process 
as the main problem. 

For some time Peter’s behavior in ther- 
apy was very much like that described in 
the Rorschach report. To a large extent 
he behaved as if I were not present, and he 
tended to become highly excitable as he 
played with the toys in a repetitious and 
destructive way. When he did turn to me, 
which was infrequently, it was to request 
a story; it always had to be the same story 
read in exactly the same way. As he pro- 
gressed, he began to relate by reporting what 
occurred in school (as he customarily did 
in response to his mother’s questions) and 
by turning the pages of his notebook again 
and again to show me his school work. It 
was with much difficulty that he gradually 
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was able to forego the ritual pertaining to 
school work and to play with me. 

In a retest when Peter was 7 years, 6 
months old his mental age was 7 years, 9 
months and his intelligence quotient 103. 
On the basis of the test results Peter was 
classified as “normal or average.” ‘Test re- 
sults were considered minimal at that time. 

That Peter’s potential was higher than 
that indicated by his performance was con- 
firmed by the Rorschach record. The rec- 
ord further showed that at times he func- 
tioned as well as the average but at other 
times he became overwhelmed and then 
functioned less well. Poor functioning 
seemed to stem from worry about himself 
as unworthy and not acceptable. 

The record seemed to indicate that a 
terrific ambition was holding him up in his 
intellectual functioning. On the other 
hand, a somewhat compulsive element 
seemed at times to interfere with his func- 
tioning. The compulsive trend helped to 
control his anxiety. He seemed to feel that 
things had to be just so, and if they were 
not he would worry. 

Reports from school at this time indi- 
cated that scholastically Peter was holding 
his own. In arithmetic he was among the 
top pupils in the class. 

Peter was by no means over his difficul- 
ties, as the second Rorschach record indi- 
cated. Mrs. G had gained some awareness 
of her role in the problem, and although 
she herself did not seem to have undergone 
any appreciable basic change her behavior 
toward Peter was less protective and less 
expressive of her anxieties about his intel- 
lectual abilities. With evidence now from 
Peter’s school progress that he was not de- 
fective Mrs. G decided to terminate therapy 
at least for the present. 

Kanner, in his discussion of childhood 
schizophrenia, states that if curiosity about 
dynamics cannot answer the question why 
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certain children react schizophrenically, it 
can explain how they have come to react in 
the way they do. The present paper has 
attempted to show how a parent's harsh de- 
mands can limit the child’s intellectual 
functioning to such a degree that it appears 
retarded. 


RECAPITULATION 


This paper is concerned with the psycho- 
logical evaluation of children. In a general 
way the paper considers the child who func- 
tions intellectually at a level more or less 
conspicuously below the level of his abilities 
as measured by standardized intelligence 
tests. The disparity between levels of per- 
formance and capacity are viewed as an out- 
come of the parental anxiety which tends to 
prevail in our society, and which is ex- 
pressed as strong pressures for the child to 
achieve. 

More specifically, the paper deals with 
the child who functions inadequately and 
shows defective capacity in intelligence test 
performance, but whose potential is normal 
or superior. This is the child who is classi- 
fied as pseudo-retarded. 

The numerous possible determinants of 
pseudo-retardation are considered. The 
writer gives prominence, however, to the 
parental attitude and the bombardment of 
demands on a child who is developmentally 
unable to respond. 

Data obtained in interviews with the 
parents of children the writer diagnosed as 
pseudo-retarded were analyzed. A finding 
which seems pertinent to the problem is 
that two particular kinds of circumstances 
appear to intensify parental anxiety and 
consequently to influence pseudo-retarda- 
tion. The child was either an adopted 
child or was born into a family where 
there was a history of mental disorder either 
organic or functional. Two cases illustrat- 


ing each of these circumstances are pre- 
sented. 

Fifteen percent of the children in the 
study were diagnosed as pseudo-retarded. 
The reader is reminded that a diagnosis of 
pseudo-retardation is made in retrospect. 
The frequency of cases seems conspicuous 
when considered from the point of view of 
the earlier incorrect diagnosis and its im- 
plications for the child’s future. The fre- 
quency of incorrect diagnosis suggests, how- 
ever, that there are many factors which 
may tend to obscure the child’s potential 
even from the painstaking and experienced 
clinician. 

In recent years there has been a conspic- 
uous growth of interest in the mentally 
defective child. Currently there is a wide- 
spread movement for his rehabilitation. It 
is hoped that the findings of the study may 
help to alert the clinician to the possibility 
of pseudo-retardation when a child appears 
retarded and is an adopted child or when 
there is a previous history in the family of 
impaired intelligence. 

Perhaps in a wider sense the paper is an 
appeal for the utmost caution in diagnosis, 
since low 1Q and other symptoms regarded 
as indicative of defective intelligence often 
mask a normal, if not superior, intellectual 
capacity in a child who is struggling with 
other kinds of serious problems. 
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Psychiatric problems 


in an urban university 


In a recent poll of college presidents (1) 
nearly half of 116 college presidents were 
concerned with the problem of the best co- 
ordination of student counseling services 
and more than half felt that the major 
health problem in their universities con- 
cerned the emotional difficulties of their 
students. 

The presence of psychiatrists in college 
and university health services has been of 
relatively recent origin; almost all of the 
literature on the subject has appeared since 
1920, when Dr. Karl Menninger established 
a counseling service at Washburn College 
(2). Since then there has been a steady 
growth in the provision of psychiatric serv- 
ice to the university population, ranging 
from none to a full-time psychiatric staff 


The authors are on the staff of the division of 
student health of Boston University and the depart- 
ment of psychiatry of Boston University School of 
Medicine. 
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providing treatment for students, faculty 
and administrative personnel. There arises 
the obvious problem of what sort and how 
much service the psychiatrist can provide 
and to whom. This is usually resolved as 
a function of the amount of money allotted 
for the purchase of the psychiatrist's time, 
the number of students seeking help and 
the attitude of the faculty, the administra- 
tion and the medical-surgical colleagues of 
the health service. 

Since the first articles appeared discussing 
mental health problems in college and uni- 
versities, there has been somewhat of a 
change in the thinking about the clinical 
conditions encountered. At first the litera- 
ture emphasized the relative mildness, brief 
duration and quick results available with 
treatment (3,4,5). Then there was ex- 
pressed a note of caution to the effect that 
the quick relief of symptoms was frequently 
obtained without the discovery or resolu- 
tion of underlying conflicts (6). Gradually 


other evidence accumulated indicating that 
the general type of problem seen was simi- 
lar to that of any clinic or private practice, 
but that motivation was high, there seemed 
to be rapid improvement, and permissive- 
ness and latitude in giving sick students a 
chance to stay in school and to come back 
were justified (7, 8, 9). 

To present some of the details of our 
experiences we have summarized and tabu- 
lated by diagnostic categories those students 
whom we saw as psychiatric patients from 
August 1952 through September 1956. 
Since we provide health services for a full- 
time student body of some 10,000 under- 
graduate and graduate students, it is to be 
noted that we saw only a fraction not only 
of students with psychiatric problems, but 
also only a fraction of students actually re- 
ceiving psychiatric treatment. The fact 
that there are psychiatric facilities, both 
public and private, available in the metro- 
politan community affords many students 
the opportunity for help. In addition, 
there is a large commuting population, so 
that it is likely that a good many emotional 
problems are dealt with in various ways at 
the home and family level. 

Table 1 summarizes the diagnostic cate- 
gories encountered. The great majority 
(78%) of students presented problems con- 


Problems in an Urban University 


SWARTZ, POSIN AND KAYE 


sistent with long-standing emotional diffi- 
culties (that is, character disorders in which 
the preponderance of the evidence is that 
the symptomatology is deep-seated, fixed 
and alterable only with considerable long- 
term treatment) or neurotic reactions with 
full-blown obsessive or depressive sympto- 
matology indistinguishable from that seen 
in an adult psychiatric clinic. Our experi- 
ence has been that the preponderance of 
our students are neither “fresh from their 
symptoms” (10) nor suffering from transient 
situational or adjustment problems which 
can be managed quickly. Nor is it our 
impression that our students are different 
in this regard from students of neighboring 
institutions. It is our further impression 
from our data that overly optimistic and 
short-term therapeutic results cannot be ex- 
pected in a majority of instances. 

We have used our observations to evolve 
a program of psychiatric care which is de- 
signed to meet the problems that arise with 
the facilities we have available. Psychiatric 
consultation and treatment is an integral 
part of the system of medical service made 
available to students. Consultations, for- 
mal and informal, are also held with our 
medical colleagues concerning students seen 
in the clinic or hospitalized in the infirm- 
ary. Weare, of course, especially interested 


TABLE 1 
Distribution of diagnoses, 1952-56 
DIAGNOSES NUMBER OF CASES PERCENTAGE 
Neurotic reactions 112 35% 
Personality disturbances 138 43% 
‘Transient situational disorders 36 11% 
Psychotic reactions 23 1% 
Psychosomatic reactions 06% 
Neurological disorders 1 03% 
Evaluation only 10 3% 
225 
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in those bodily disorders that arise in part 
or in whole as a result of emotional stress. 
Continuing discussions take place with the 
director of the division as to matters of 
policy and as to a variety of administrative 
problems revolving around disciplinary 
problems, housing problems and admission 
policies as well as more formal psychiatric 
or medical practices. 

Policy concerning the admission of stu- 
dents who have had a psychotic episode in 
the past or the readmission of such students 
is a subject that is frequently under discus- 
sion. Our purpose is to give such students 
every possible opportunity for rehabilita- 
tion, and thus we pursue a liberal policy 
toward admission or readmission. The fact 
is that we tend to be guided more by the 
functional capacity of the patient than by 
the absence or presence of symptoms that 
are consistent with a psychotic reaction. 
We also see students already enrolled who 
develop psychotic reactions or students in 
whom such disorders were not detected 
upon admission. In similar fashion we are 
guided here by the ability of the student to 
do his work and to get on reasonably well 
with faculty and classmates rather than by 
the presence of certain of the characteristics 
of schizophrenia. Should the student's be- 
havior become manifestly disturbed despite 
our efforts at therapy, we find it necessary 
usually to suggest separation from the uni- 
versity for medical reasons and also to sug- 
gest hospitalization. 


We are also called upon frequently to 
help the faculty in the management of 
various crises. Disciplinary problems are, 
on occasion, cause for concern. In the mat- 
ter of discipline both the university and the 
psychiatrist have two elements to consider. 
The first is that a major disciplinary infrac- 
tion may be symptomatic of a significant 
emotional disorder and as such is to be 
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handled with understanding rather than 
with an abrupt retaliatory gesture. The 
second consideration is that the entire uni- 


versity community must be considered as 


well as the needs and conflicts of the indi- 
vidual student. In carrying out our advi- 
sory function in this area, we have been 
impressed by the importance of fair but 


not inflexible rules in helping students set — 
limits and define codes of action and be- 
From time to time ~ 


havior for themselves. 
we have found ourselves in the somewhat 


unusual position (for a psychiatrist) of sug- — 
gesting that certain punishments be in- — 


voked against an individual student both 
as a mode of helping him with his reality- 
testing and as a mode of protecting and re- 
assuring his classmates and roommates. A 
typical example was the instance of a Ko- 
rean war veteran who beat up an elevator 
operator. He undoubtedly had serious 
emotional problems but was also behaving 
in an anti-social manner. Our opinion was 
that limit-setting disciplinary action, plus 


psychotherapy directed at increasing his 


sense of reality-testing, was in order. 

Referrals arising from frictions in dor- 
mitory life pose essentially the same issues 
as do disciplinary problems: there must be 
consideration for the group as well as for 
the individual. The instance of the stu- 
dent with a severe obsessional and compul- 
sion neurosis serves as an example. His 
rituals and compulsions eventually arouse 
the antagonism (if not the anxiety) of his 
roommates and yet to ask him to leave 
would be to end a promising career. Here 
psychotherapy with perhaps assignment to 
a single room would meet the problem for 
a time at least. 

A special word is in order concerning 
those faculties which are training students 
in human relations—psychology, social 
work, the ministry, medicine and nursing. 
The very nature of the training and work 
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often confronts the student unavoidably 
with certain of his own anxieties. We find 
it useful here to meet with appropriate 
faculty members to discuss training meth- 
ods as well as problems of individual stu- 
dents so that unnecessary strains are not 
added to those inherent in the situation. 
This involves a considerable amount of 
skill and self-knowledge on the part of the 
teacher. 

The major proportion of the time of our 
psychiatrists is devoted to working with 
those students who are in psychotherapy. 
Our psychotherapeutic methods and goals 
have evolved gradually out of the task we 
face in dealing with the fact that over 75% 
of our patients, as we indicated in the 
statistical material, present themselves with 
long-standing and full-blown neurotic or 
basically characterologic problems. Emo- 
tional problems basically of recent onset, or 
of a situational nature, are hot what we 
find most commonly. This has caused us 
neither undue alarm nor undue pessimism 
but it has caused us to adjust our methods 
and means to the realistic situation. 

Essentially we attempt to do a kind of 
psychiatric first-aid. To this end we do 
short-term goal-directed and psychoanalyti- 
cally oriented psychotherapy. Our efforts 
are directed either at the student’s imme- 
diate problem or at the factors interfering 
with his academic work. We avoid insofar 
as possible undertaking investigation of the 
long-term aspects of the case, and this is 
often made explicit to the student in the 
first interview. He might be told that our 
effort would be to try to help him get 
along better at school and not necessarily 
to try to work with other matters that may 
be troubling him. He might also be told 
that more definitive care, if necessary, 
would have to be arranged by the student 
after graduation. In this way we try to 
focus on those symptoms or character prob- 
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lems that are the most immediate in inter- 
fering with his current life adjustment, and 
when reasonable progress has been made 
therapy is terminated or interrupted—but 
the student is invited to return if his work 
begins to suffer again. 

Of course, long-term psychotherapy can 
hardly be avoided in certain instances. One 
student was treated for five years mainly 
because the relationship with the therapist 
was almost the only friendly relationship he 
had, and in fact was the only thing that 
stood between him and suicide on a num- 
ber of occasions. He was a superior stu- 
dent, and hospitalization or separation from 
the university would have been tragic. This 
particular story had a happy ending: after 
earning a graduate degree the young man 
was able to embark upon a promising 
teaching career in a secondary school and 
is doing quite well in other areas of his 
life. But even in this case the focus was 
constantly on the problems at hand and not 
on the deeper psychopathology that was 
obviously there. 


One particular group deserves mention. 
These were students of good or superior in- 
telligence who came to our attention be- 
cause they were doing poor work consider- 
ably below their potential. At first blush the 
psychopathology in many instances seemed 
clear. Some of these students were at col- 
lege at the insistence of their parents; for 
others, not working represented an impor- " 
tant aspect of adolescent rebellion with at- 
tendant self-punishment (in the sense of 
hurting oneself in order to hurt the parent). 
Our expectation at first was that these stu- 
dents would readily and quickly be helped. 
This was an overly optimistic expectation. 
In many instances the work inhibition was 
so severe and the motivation so poor that 
they carried over into the therapeutic rela- 
tionship as well, and the student came for 
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therapy with the feeling that it was the 
doctor’s job to make things right again 
without any particular effort or contribu- 
tion on his part. Before these students par- 
ticularly we held the reality: we would help 
with psychotherapy but it was unlikely that 
the mid-term examination would be passed 
or the term paper written in any magical 
way. The student himself would have to 
do the studying and the writing. Many of 
these students left school of their own ac- 
cord or were asked to leave. Psychotherapy 
was usually not effective quickly enough to 
save a failing student in this category. 

From time to time it has proved quite 
helpful to ask parents to come in, perhaps 
to explain that psychiatric care was needed 
or perhaps to attempt to help the parent 
see that the parental pressures or demands 
were related to poor performance. Parents 
were always notified and consulted if hos- 
pitalization were being considered so that 
they might exercise the option of taking 
the student home for care through the fam- 
ily physician or the community psychiatric 
facility. 

Inasmuch as our student population far 
outruns our facilities for providing treat- 
ment at the university we have made dis- 
position in various ways. We handle as 
many as we can; those who can afford it are 
referred for private care; some are referred 
to clinics, still others for psychoanalysis. 
These dispositions are possible because of 
the psychiatric facilities available in a large 
metropolitan community. 


SUMMARY AND CONCLUSIONS 


l. Our experience with psychiatric prob- 
lems in a large urban university for the 
years 1952-56 is reviewed. 


2. Most (78%) of the students whom we saw 
presented emotional problems consistent 
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with long-standing emotional difficulties: 
full-blown neuroses and character disorders, 
Only 11% of our diagnoses were in the 
area of transient adjustment problems. 


3. Psychotherapy with students is our basic 
and major activity and is an attempt to do 
a kind of psychiatric first-aid. Our focus 
and emphasis is on the immediate prob- 
lem with the goal being more adequate 
ability to meet the current life situation 
rather than any major attempt to deal with 
underlying psychopathology. 


4. Consultation with medical colleagues, 
faculty members, administrative officers and 
parents is also an important aspect of our 
work. 
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The American family 


Of all people, those that are concerned with 
mental health should be, or so it seems to 
me, the very first to embrace within their 
concern the community as well as the in- 
dividual. They should labor under a com- 
pelling need to inquire—how healthy is the 
community, and also; how much and in 
what way does the community contribute 
to the breaking down of the individual? 
They should, in other words, bring social as 
well as intra-psychic etiology into the pic- 
ture. 

And yet, it isn’t the community per se 
that calls for scrutiny, but rather its social 
integer, the family. According to the 
famous anthropologist Claude Lévi Strauss, 
“the family, consisting of a more or less 
durable union, socially approved, of a man, 
a woman, and their children, is a universal 
phenomenon, present in each and every 
type of society.” + 

Historically and culturally, the family is 


in Crisis 


the social integer of society. The family is 
the reflex of, the begetter and the begotten 
of the community. In studying the com- 
munity, we can begin with the family, even 
though, as we need to note, the community 
is more than an aggregate of the families it 
embraces. 

It is the family I would consider with 
you, and not the hypothetical or universal 
family as defined by Lévi Strauss, but rather 
the American family, which, as I see it, is in 
a state of crisis. I plead with you not to 
pick a quarrel with me over the issue, is 


I. Galdston delivered this address May 9, 1957 in 
Philadelphia before Pennsylvania Mental Health, 
Inc. In composing this paper he drew substan- 
tially upon several of his earlier essays: The Matri- 
archoid Family, Social Work How Come and How 
Social Is Social Work, 


1 Harry L. Shapiro, Man, Culture and Society, New 
York, Oxford University Press, 1956. 
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there such an organism as the American 
family? I know how this matter is “teased 
to rags” by the sociologists, who only par- 
ticularize and never generalize about the 
family. I can even sympathize with their 
scruples, and agree that there are really 
only nascent families, maturing families, 
upgrading families, and so forth. Yet for 
my purpose, it is safe and sound to postu- 
late the existence of an American family, 
for what I treat of is not a parochial vari- 
ant, but an all-pervasive dynamic, which 
embraces and affects us all. It is a socio- 
economic, cultural and psychological dis- 
orientation to which all of us are subject, 
and which is most patently affecting the 
American family. 

Our experts on communication advise us 
that a thing is not a thing until you've 
named it. I’ve therefore named it. I’ve 
named the crisis of the American family as 
the Menace of the Matriarchoid Family. 
The American family is losing, has lost, its 
patriarchal pattern, and is becoming matri- 
archoid in character. The term matri- 
archoid is a neologism. I intend it to mean 
“resembling but essentially different from 
matriarchy.” The term is my own, but I 
share with a few others awareness of the 
crisis that it labels. Several sociologists 
and psychiatrists have taken note of this 
change in family pattern. You have, I am 
sure, come upon the term momism, coined, 
I believe, by Philip Wylie, and first used in 
his book A Generation of Vipers. David 
Levy, a pioneer in this field, has studied the 
subject obliquely, dealing mainly with the 
over-protective mother and her psychologi- 
cal effects upon the family. Sorokin has 
skirted about this thesis in his embracing 
diatribes on current society. The Gluecks 
in their studies on juvenile delinquency 
have provided us with telling data on the 
evil consequences of the familial change. 
Parenthetically I would add that in several 
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of these works Mother has been made the 
scapegoat, and womankind in general has 
been made the target of blame. It’s Adam's 
old trick of blaming Eve and I’ll have no 
part in it. As I will undertake to show 
later, it is woman, even more than man, 
that has suffered by this change in familial 
pattern, although in truth I do not see how 
the suffering of the one sex can fail to 
involve and affect the other. 


If you require me to describe or to define — 


the matriarchoid family, I can do so only 
in negative terms. Its predominant fea- 
tures are the abandonment and denial of 
the patriarchal patterns, values and mores. 
The matriarchoid family is in status na- 
scendi. What its ultimate features may be 
we cannot anticipate, but its current patho- 
genicity is all too clear. I will revert to 
this later. Here I need to define what I 
intend by patriarchal patterns, values and 
mores. 

Allow me first of all to go on record that 
I am not a defender of the patriarchal 
family. My role is that of an expositor; 
not that of a pleader. I do, however, be- 
lieve that what was originally a descriptive 
term has been converted of late into a term 
of opprobrium. The patriarchal family is 
too commonly envisaged as a marital group, 
in which the wife and children are tyran- 
nized by the husband and father. No doubt 
such family groups do exist, but I would 
rather, I think, describe such groups as 
“male tyrannized,” or, as not infrequently 
happens, as “woman tyrannized” families. 
Historically, that is, as far as historical data 
are available (and I must add that the data 
are scant and the conjectures multiple), the 
outstanding characteristic of the patriarchal 
family is not male tyranny, but rather the 
domestication of the adult male. The pa- 
triarchal family gave rise to “husbandry,” 
that is, to the more or less life long “en- 
slavement” of the male to the arduous task 


of providing for the care of his marital 
partner and the defense and upbringing of 
his children. This association and com- 
mitment of necessity involved governance 
which, in turn, in some instances no doubt, 
led to tyranny—for, as Lord Acton ob- 
served, all power corrupts. 

The extent and degree of masculine au- 
thority no doubt varied from age to age, 
but a complete and abiding arbitrary mas- 
tery of man over woman is hardly conceiv- 
able, not only for the reasons so pointedly 
exhibited in Lysistrata, but also because all 
males are perforce the sons of mothers. 


The patriarchal family came into being as 
a result of the economic progressions of 
primitive society. “One of the reasons why 
the patriarchal family is not to be found in 
lower cultures,” wrote Briffault + “is that it 
(the patriarchal family) is founded on prop- 
erty, and that the dominance of the hus- 
band in that family and the subordinate 
position of the wife rests utlimately upon 
the economic advantage of the former and 
the economic dependence of the latter.” 
We do not know precisely when the patri- 
archal family became the norm among Eu- 
ropean peoples. For our purpose it suffices 
to appreciate that the patriarchal family 
has existed for a long time, for a time 
longer than the span of recorded history. 
To the economics of this family pattern, to 
its expanded and planned husbandry, we 
can trace almost the entirety of our socio- 
cultural history and heritage. 

Both the relationship and the economy of 
the patriarchal family are contractural in 
nature and committed in spirit. Planning 
involves coordination, pledged promises 
and obligations which are to be fulfilled. 
Failing of these, both plans and planners 
face inevitable ruination. 

A yast portion of our ethos, and much of 
our socio-cultural heritage revolves about 
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contracts, pledges and commitments. It is 
not for naught that one of the earliest so- 
ciologists, Jean Jacques Rousseau, titled his 
classical although naive masterpiece, The 
Social Contract. 

This is not, and to my mind, never has 
been, a man’s world. But for many millenia 
it has been a “patriarchal world.” I am 


not referring solely nor mainly to man’s 


position in the family. I mean rather that 
our value systems have been patriarchal— 
that is, reflexive of the pattern and purpose 
of the patriarchal family. We are likely to 
describe them as masculine values or vit- 
tues—values such as work, order, discipline, 
insistence on the fulfillment of pledge, 
promise and contract, and so forth. But 
they are neither purely masculine nor are 
they pristinely native to him. They are 
virtues, or values if you prefer, which have 
been assessed as such in the operational 
relationship of the patriarchal family. 

It would be an enormous task to trace 
the many ways in which these patriarchal 
values are manifest in our traditions, laws, 
customs, habits and arts. These are so na- 
tive to us that we needs must hold them off 
at a distance, by an effort of deliberate 
intention, to examine them. Consider, for 
example, the most obvious instances, those 
of style and dress, and our sense of the 
beautiful in the human form, both male 
and female; the arts graphic and plastic, 
literature, poetry, the drama, and above all 
our sacred texts, the Bible and its com- 
mentaries, our ecclesiastic history, its num- 
erous rituals and traditions—all these his- 
torically carry the patent imprint of 
patriarchy. 

This I believe to be historically true. But 
the patriarchal family is rapidly disinte- 
grating, and in that process we are experi- 


1 Robert Briffault, The Mothers, New York, Mac- 
millan Co., 1931, 158. 
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encing and witnessing a negation of those 
patterns, values and mores on which and by 
which our multi-millenial culture has been 
structured and buttressed. The effects are 
witnessed in social misery and what collec- 
tively must be termed socio-cultural delin- 
quency. These are the challenges which 
confront the psychiatrist in the lives of 
those who turn to him in search of sanity, 


Society is sick, and its morbidities are most 
clearly exhibited in the family. Juvenile 
delinquency, divorce, alcoholism and drug 
addiction, homosexuality, frantic promiscu- 
ity, are widespread. They are not the re- 
sult of the change in the family pattern; 
they are rather the concomitants thereof. 
They issue from the same complex of forces 
which has so disruptingly affected the fam- 
ily structure. Among these prevailing so- 
cial morbidities none is more terrifying 
than the anarchy of youth—wrongly termed 
juvenile delinquency. I find this term most 
objectionable, because it misleads and cor- 
rupts our understanding of the faults in- 
volved. A delinquent is one who has failed 
in the fulfilment of an obligation or a duty. 
But this presupposes both knowledge and 
wilfulness. To prove a delinquent I must 
both know and wilfully fail to meet my 
obligations. But if I do not know my 
duties nor my obligations, if I do not know 
them in the compelling manner of an in- 
dwelling conscience or ego ideal, how am I 
then to be adjudged a delinquent?. At 
most I deserve to be named no worse than 
an ignorant, uncultivated or asocial fellow. 
And that’s precisely the point. Our young 
at times do not know their duties and pre- 
rogatives at the cognitive or informational 
level, because they have not been informed 
(the ignorance of patients is often appall- 
ing) or, knowing of them, their knowledge 
is not supported or activated by the affect 
charge of an ego ideal. They are without 
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a conscience, super-ego, ideal ego or ego 
ideal. Freud has taught us that the super- 
ego represents the introjected or incorpo- 
rated father image. In the matriarchoid 
family there is no conscionable father 
image to introject. I believe that the so- 
cietal ethos contributes no less to the struc- 
ture and content of the super-ego than does 
the father personage. But as I have already 
observed our very ethos is growing more 
matriarchoid—and less patriarchal. 

The anarchy of youth is more embracive 
and meaningful than juvenile delinquency, 
the latter being a term heavily freighted 
with legalistic implications. The anarchy 
of youth is to be witnessed even in the 
absence of crime or violence. 

I cannot here elaborate upon the other 
instances of social delinquency which I 
named—divorce, alcoholism, drug addic- 
tion, homosexuality, etc. I must rather 
turn to the question—What is behind this 
change?—What is the derivation of this 
pervasive dynamic that has resulted in such 
a profound cultural and psychologic dis- 
orientation? The answer is rather simple 
but too frequently misconceived. It is our 
changed and changing economic and indus- 
trial system. What comes to mind with 
this phrase? Most commonly the marvels 
of modern technology, the steam engine, 
the electric dynamo, the telephone, radio, 
television and so on right down to atomic 
energy and automation. But it is not these 
technological marvels that I have in mind 
when referring to our changed and chang- 
ing economic and industrial system. I in- 
tend something more revolutionary, more 
fundamental, more fateful. I mean the 
advent of the modern industrial manufac- 
turing system. I doubt that mankind in its 
long existence on this earth has ever before 
experienced so profound an ecological dis- 
orientation as that effected in the advent of 
modern industrialism. Only the mastery 
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: $ of fire and the conquest of the metals in the 
| bronze and iron ages can be conceived to 
have so profoundly affected the lives of 
| mankind as did the industrial revolution. 
| 
We are all aware of and indeed are sur- 
rounded by the technological marvels which 
the industrial revolution has yielded. But 
in the main we are unmindful, except in a 
_ vague and possibly troubling way, of the 
other yields of the industrial revolution, 
~ those involving man as a psychologic, social 
and spiritual creature. Let me touch upon 
these “other yields” and detail a few of 
them. The industrial revolution was vastly 
more than merely industrial in nature. In 
effect it produced the most cataclysmic so- 
cial disorganization man has experienced 
since the time Prometheus, by robbing the 
gods, made him a gift of fire. For one—it 
distanced man from the earth. For thou- 
sands upon thousands of years (the estimate 
is half a million), man lived in and on, but 
ever in the most intimate contact with the 
earth. He lived off, or worked, the soil or 
the sea, or, if he chanced to be a craftsman, 
merchant, soldier, minister or king, he was 
but a pacing distance from those who did. 
As late as the fifteenth century eleven- 
twelfths of the population of England were 
employed in agriculture. Now I will not 
well upon the tutorial effects of such prox- 
| al and intimate relation with the earth or 
on all that it can teach a man of life and 
living. I want rather to single out one 
disastrous effect that followed on the sepa- 
ration of man from the earth. He suffered 
the chronic starvation of malnutrition. 
That is not the same as the starvation of 
want or of famine. It is much worse. To 
this alienation of man from the immediate 
and native sources of his food may be 
charged, in a very large measure, the major 
epidemic diseases of the nineteenth cen- 
tury, diseases such as tuberculosis, typhoid, 
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cholera, scarlet fever, diphtheria and the 
infant diarrheas, and of such chronic dis- 
orders as rickets and chlorosis. The nine- 
teenth century man was not a healthy speci- 
men; and a great deal of his ill health can 
be traced to his malnutrition. 

I have underscored the separation of man 
from the earth mainly because the fact itself 
is so little appreciated and because its ef- 
fects are so little realized. To my mind, 
however, even more disruptive were the ef- 
fects of the industrial revolution upon the 
homestead, the family and the interrela- 
tions of man, woman and child. The home- 
stead, which in its more ideal pattern em- 
braced three co-existing generations, was an 
institution of far-reaching effects. It was in 
substance a school for living, wherein the 
young were indoctrinated by practice and 
precept in the techniques and wisdoms re- 
quisite for making a go of life. It was the 
repository of a man’s enterprise; his security 
against advancing years and failing 
strength; his heritage gained and his herit- 
age transmitted. It gave the testament of 
endurance, of meaningful continuity, to the 
succeeding generations. True, it exacted 
the performance of duty and the fulfilment 
of obligation, but it redeemed the travail of 
both in the rewards that were attested in 
the prospering family. Above all, it gave 
clear meaning, a transparent rationale, to 
those virtues which the moralists taught— 
the virtues of honest husbandry and of 
good will. 

The industrial revolution disrupted the 
homestead, negated the rationale for its be- 
ing, and created a world inimical to its 
very existence. 

The industrial revolution weakened the 
structure and dissipated the native func- 
tions of the family. Since time immemorial 
men and women were more bound in union 
by the mutuality of services rendered to 
each other and to their progeny than by the 
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warm but evanescent charms of romantic 
love. The family was not merely a con- 
glomeration of persons but rather a produc- 
tive organization, a working union. With 
the industrial revolution, and because of it, 
most of the productive functions of the 
family organization were taken over by 
other organizations. The intrafamilial 
“mutuality of services” has been reduced 
almost to the vanishing point. 


One of the warrants for union in marriage 
of men and women was, as it remains, the 
desire for progeny. But whereas in time 
past children were an asset, in the real as 
well as in the affectional sense, they have 
become more recently, if not entirely a lia- 
bility, certainly something of a luxury—to 
be indulged in circumspectly. The child 
too has suffered a severe dislocation in its 
intrafamilial relations. During its youth 
it is now largely a supernumerary. It has 
no organic, functional role in the current 
familial scheme of things. This is especi- 
ally the case with the urban child. Save 
for its school work the child has little to do, 
and that little is of a make-work character. 
Contrast this with the many chores which 
the child performed in time past, and still 
performs in some of our rural homes. 
Nowhere, however, are the disruptive ef- 
fects of the industrial revolution more 
clearly reflected than in the degradation 
that woman has suffered in her familial posi- 
ition and function. For thousands of years 
woman was the mainstay of the family. 
She was wife and mother, nurse and 
teacher. She spun the yarn and wove the 
cloth. She tailored; she gardened for the 
kitchen and the medicine chest; she it was 
who molded candles, preserved foods 
against the winter seasons, made soaps, 
cooked, baked, laundered and tended to 
the hundreds of functions and details that 
were so vital to the maintenance and the 
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flourish of the family. She bore sons and 
daughters, to be of aid to herself and their 
father, to be their pride, their consolation 
and their support. Doubtless she worked < 
long hours and hard, but for all this she | 
had her rewards, the greatest among them j 


the secure knowledge that she was needed f 
and wanted; that she was indispensable inj ” 
the scheme of the living pattern. There| 
was for her, too, the sense of accomplish-1 
ment, the satisfaction that comes with the 
fulfilment of the primal urge to create, to 
dispense of self in the process. 

Thus it was for thousands of years. But 
thus it is no longer. One after another of 1 
the woman’s functions, of her utilities in 
the home, have been taken from her—first 
by the machine and then also by the mer 
cantile, commercial and social agencies. | 
Now she neither spins nor weayes. She has f 
neither greens nor herb garden. She does 1, 
not bake, though she may yet cook. She 
has been, as some of our feminist and 
liberal friends say, and with such eaget 
enthusiasm, “she has been freed of the yoke 
of household chores.” She is a free woman | 
—free for what? To the man from Mars, | 
for he alone could be considered a true 
outsider, it would appear that woman, s0 
largely deprived of her ancient preroga | 
tives, is free to seek retribution, and is do 
ing so in a mighty wrath of frenzied aggres 
sions. 


trace our social disorientation have taken 
place in our sphere during the last 150 
years, and this is but as a moment in the 


surging drive that lifted man out of the 


primal ooze and that has through the eons 
of time brought him to the forefront of 
creation? Can we, without paying a fearful 
price therefor, meddle with that order of 
relations between men and women that has 
in the span of time yielded us love and 
ong, the plastic arts, poetry, the dance, the 
ulture of beauty, of form and color, of 
dornment, of perfume; that has given us 
‘courtesy and grace, manners and spirit; 
that has fostered home and friendship, and 
i the strong bonds of blood kinship, the 
) Anlage of all that is civil and civilizing? 
Can we? All the available evidence speaks 
against it: witness the so-called battle of the 
T sexes, hate and love, and momism. 

I have referred also to the negation of the 
ancient wisdoms. I intend by this decline 
in prestige and power of those institutions 
whose primary function it has been to in- 
doctrinate man in the habitudes and prac- 
tices of altruism. I mean primarily religion 
and the church,- intending by the latter 
every order of congregation and place of 

` worship, although among the indoctrinat- 

ing institutions one could and should in- 
clude also the enlightened professions and 
the universities. 
Few among us today can fully appreciate 
+ the role that the church and the synagogue 
"played in the lives of our own ancestors. 
‘The place of worship served for more than 
orship. It was where acquaintances were 
F “made and friendships were engendered. It 
was where romance insinuated its sparkling, 
bright spirit, to give temporal pertinence to 
| the timeless verities. It was where court- 
ships were often first inspired and ulti- 
mately sanctioned. The church was an 
instrument of charity and of mercy. It 
` succored the orphan and sustained the 
widow. It cheered the sick and consoled 
the bereft. It tempered the galling guilt no 


It reconciled the estranged, and fostered 


less than it goaded the slothful conscience. , 
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justice. It gave refuge to the persecuted, 
and aid to the abused. It was, in a word, a 
realm apart, wherein by his own efforts, 
and with the aid of the anointed, man 
could reconcile the temporal with the time- 
less, the mortal with the immortal, the par- 
ticular with the transcending, and thus 
achieve an effective relationship with both 
the immortality antecedent to his earthly 
advent and that beyond his demise. The 
church helped our ancestors to appreciate, 
even when they did not understand. 

The church was once the place where 
music was written and rendered, where the 
staged spectacle taught both the doctrine 
and the mystery, where the painter adorned 
the walls with his graphic portrayals of Old 
and New Testament scenes, where calli- 
graphy was practiced and taught, where the 
young learned their alpha and beta, and the 
more advanced the cumulative knowledges 
and the wisdoms of the ages. Here, in a 
word, the liberal arts were cradled and 
nurtured. The church was to its congrega- 
tion, to the community, club, theater, 
opera, museum, library, school, welfare 
agency, nursing service, foundling home, 
funeral parlor, and much, much more 
besides. 

Man is a creature that lives by values, no 
less than by bread, and of late too many of 
his traditional values have been cast into 
doubt. In the cataclysmic upheavals of two 
world wars, goodness, love, charity, mercy, 
truth, humility, brotherliness, have been 
violated and mocked. There is current a 
highly organized, energetic and cunningly 
resourceful propaganda which makes the 
homely virtues and the religious persuasions 
and faiths of our fathers appear like a 
compound of neurotic anxiety, infantile 
delusion, political-economic naiveté and 
mean escapism. Many who are caught in 
the tension field of this propaganda seek 
refuge in doctrinate bigotry; hence the re- 


235 


surgence of orthodoxy in morals and reli- 
gion. 

Now I must hasten to bring my exposi- 
tion to an end, and to summate briefly the 
burden of my argument. My original pro- 
Position was to the effect that an effective 
resolution of the mental hygiene problem 
requires not only persons, tools and places 
but also, and primarily, a healthy com- 
munity. 

It is my conviction, supported by numer- 
ous data, that the contemporary commu- 
nity is not healthy. I call in witness the data 
bearing on what I have labeled “the social 
delinquencies.” Positing the family as the 
integer of the community, and in explica- 
tion of the crisis involving and affecting the 
American family, I have endeavored to 
show how and in what ways it is losing its 
patriarchal pattern, values and mores, and 
is passing into what I have labeled the 
matriarchoid state. 

I have traced this change to the indus- 
trial revolution and to its numerous ecologi- 
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cal, social and psychological disorienting 
effects. In essence, the industrial revo- 
lution has disjointed the family. It has 
disrupted the obligatory, symbiotic co-ex- 
istence pattern of men and women and has 
rendered it merely facultative and optative. 
It has weakened the meaningfulness of the 
child as fulfilment of adult existence. 

I have expounded all this not in the spirit 
ofa Jeremiah. I call neither for repentance 
nor for a return to the faiths and ways of 
our forefathers. That is beyond and be- 
hind us all—for all eternity. We must 
rather seek for new ways, for an effective 
reconciliation of the abiding needs of man 
with the new ways and needs of our 
changed and changing world. But seek 
them we must for they will not come to us 
of themselves. We must seek them in the 
light of a clear understanding of the nature 
of the crisis confronting the American fam- 
ily. It is to this end—the illumination of 
the nature of the crisis—that I have di- 
rected my exposition. 
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Mobilizing therapeutic potentials 


Many communities are faced with the ever- 
present “three-ringed crisis” in the form of 
maladjustment, ill health and chronic de- 
pendency—for which communities are 
spending fantastic amounts of money and 
about which little is being done in an or- 
ganized, unified manner. In 1952 the 
expenditures for health, welfare and 
recreation in Columbus, Ga., totaled ap- 
proximately $4,500,000. It has been esti- 
mated that for adjustment and health 
services alone during this same year over 
$2,500,000 were spent on a relatively small 
number of families (1). 

It is believed that about 6% of the 
families are costing the community millions 
of dollars and that this same group is get- 
ting the lion’s share of the community’s 
services. This figure, 6%, seems to be sig- 
nificant, Although not verified locally, de- 
tailed studies in such widely separated com- 
munities as San Mateo, Calif., St. Paul, 


in the community 


Minn. and Hagerstown, Md. revealed that 
in a given month 5.8%, 6.1% and 5.9% 
of the families of the respective communi- 
ties absorbed a very high proportion of 
the communities’ services. These families 
were called multi-problem families because 
they had a combination of two or all three 
of the problems of maladjustment, ill 
health and dependency. Analysis of the 
6% families in St. Paul indicated they had 
had the services of a large number of 
agencies recurrently over long periods of 
time. More significantly, the histories of 
these families indicated that the families 
from which they sprang had presented a 
similar picture of problems and needs (2, 3). 

Here, then, is a clear-cut indication of 
the generation-to-generation sequence of re- 
current problems. Most of us working on 


Dr. Maholick is medical director of the Bradley 
Center at Columbus, Ga. 
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a community level sooner or later vaguely 
suspected this. For the first time, as a 
result of detailed community studies, our 
suspicions have been verified. If this is 
true, we are forced to ask the next logical 
question, “Why does this prevail?” 

I believe there are several factors which 
account for this. First of all we must look 
at the agencies in the community. We 
quickly note that they, too, have many 
needs and problems of their own. Para- 
mount is a lack of just about everything— 
a lack of facilities, of an adequate budget, 
of well-trained and experienced personnel. 
Unfortunately, but often true, there is a 
lack of appreciation and understanding on 
the part of the public. Too frequently the 
agencies are overloaded with cases and 
undermanned. Added to this is the fact 
that pressure for service is great. Soon the 
will to resist is lost. Are we really amazed 
at the patchwork that must of necessity be 
done frequently? 

Probably a more basic difficulty has to 
do with the fact that while the agencies 
often are faced with a multi-problem 
family they frequently offer single-problem 
services. An acute situation, problem or 
symptom is dealt with and, once this is 
handled, the agency moves on to the next 
“emergency.” Sometimes only one mem- 
ber of a family presents his problem to one 
agency ata time. He may go to a different 
agency with a different problem the next 
time. In addition, if he is not satisfied 
with the results he gets in one agency, he 
is free to run to the next and to the next. 
Even worse is the fact that different mem- 
bers of a family may go to different agencies 
with different problems at the same time. 

To date most communities seem to be 
powerless to ‘combat this waste of time, 
effort and money. At best a piecemeal job 
is done while the basic underlying total 
family problem is ignored. 
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A third factor is “agency isolationism, 
In many communities agency attitudes a 
very poor. Personality clashes exist. Pet 
jealousies develop. Rivalry is keen and 
sometimes disastrous. Some agencies aré 
insecure regarding their role, function and 
place in the community. These condition 
can lead to agency isolationism. As @ 
result each agency tends to act independ 
ently with its own separate and unique fung 
tions to perform and not as a part of a 
unified, co-operative team. 

The last factor is the absence of @ 
psychiatric team consisting of psychiatrist, 
psychologist and psychiatric social worker) 

With the establishment of the Bradl 
Center in Columbus this last factor has 
been removed locally. The staff has the 
necessary facilities and basic professional 
talent for making a family-oriented diag 
nosis and developing a comprehensive tre 
ment plan for family disorganization aní 


understanding and support of a boa 
which has long-range goals in mind, thi 
center is in a position to devote up to 30%, 
of its time to community services involving 
consultation, education, prevention and 
research. 


shall function in two broad areas: (1) meet 
ing the emotional needs of the individual 
and (2) meeting needs as they exist in 
community. 


mobilized its resources for meeting 
needs of the individual. If one out O% 
every ten individuals will need some form 


time, it is estimated that 23,500 people 
currently need help in the Columbus metro 
politan area. There can be little doubt im 
anyone’s mind that any unit which trie 
to meet some of these needs is rendering 
a very worthwhile service. We could 


easily devote our entirestime to this effort. 
However, let us look at the situation more 
closely and realistically. If the center were 
able to see an average of 235 to 250 cases 
a year successfully, it would take at least 
the next century to meet all the needs esti- 
mated to be existent now. And this would 
be on the condition that everything stood 
still for the next hundred years! To at- 


FIGURE I 


Mobilizing the center’s resources 
for meeting the emotional needs 
of the individual 


tempt this would be both fantastic and 
ridiculous. Even if a complete psychiatric 
team existed in the school system, in the 
courts, in the public health department 
and/or under the auspices of United 
Givers, the combined efforts of all could 
not possibly meet these needs. 

More fundamentally, if we confined all 
of our efforts to the sick individual, we 
would not pay much attention to the cul- 
ture which is giving birth to sickness. To 
achieve a healthy society we need healthy 
personalities, but healthy personalities also 
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FIGURE II 


Major community problems 


THE THREE-RINGED CRISIS 


FIGURE III 


Major human problems: 
the usual present day approach 
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FIGURE IV 
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Mobilizing community resources for united action 
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require a healthy society. There is a re- 
ciprocal dynamic relationship between the 
two (4). We therefore believe we have a 
responsibility not only to the individual 
but to the community at large. We shall 
have to force ourselves to think and do 


240 


-n mean 


differently if we are going to meet success 
fully the three-ringed crisis (see Figure Il). 
We are proposing a plan to mobilize all | 
of the community resources in a united ef 
fort to defeat these three potent enemies. 
Figure III illustrates how we are at present » 


set up to cope with the problems. We have 
a very loose, disjointed organization. There 
is no over-all plan, no co-ordinated effort, 
no unified program. Figure IV illustrates 
how it might be possible to pull together 
all the existing forces. Our plan proposes 
the establishment of two new units: (1) a 
Community Guidance Council made up of 
professional delegates from each of the 
community agencies and other responsible 
groups and (2) a Planning and Action 
Board made up of civic delegates from 
each of the boards of the same agencies, 
from other civic groups and also from the 
community at large. These two new units 
would have as their primary function: (1) 
continuous over-all planning and (2) the 
implementation of an effective, unified 
program. Working together these units 
would have available at all times a total 
and complete picture of the community’s 
needs, what is being done to meet the needs 
and what isn’t being done. In this way all 
of the boards and all of the professional 
people of all of the agencies are drawn into 
close and direct contact with each other. 
With this kind of alliance a new, power- 
ful force is created in the community for 
meeting the existing needs. 

It must be remembered, however, that 
neither the Community Guidance Council 
nor the Planning and Action Board is a 
new direct service unit. Rather, the coun- 
cil will act as a co-ordinator and guide, 
giving qualitative help and over-all direc- 
tion to the already established service units 
in the community. In addition, it must be 
made clear administratively that the iden- 
tity and autonomy of each agency is pre- 
served. Each service unit will become a 
distinct part of a unified whole. The board 
will be a prime mover in effecting needed 
changes in the community. 

A program must be developed. How- 
ever, it should be the result of group ef- 
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fort. Its form and content should reflect 
the thinking and planning of everyone. 
There is little doubt that it would of neces- 
sity cover such areas as: (1) identifying 
who is sick, what the problems are and 
where they are located; (2) screening 
methods; (3) evaluation procedures; (4) 
therapeutic management; (5) professional 
in-service training and community-wide 
education; (6) prevention; (7) promotion of 
health, and (8) research (5, 6). 

What about the cost of such a venture? 
Initially the cost will be expressed solely 
in terms of interest, time, energy, Co- 
operativeness and a willingness to work 
with a democratic spirit on problems that 
are of concern to all. It will be no small 
task to break down the barriers which 
hold us apart, and it will be diff- 
cult to grope for new ways of thinking and 
doing. We must learn how to work and 
live together effectively if we are going to 
conquer the problems which surround us. 

In Columbus, under the leadership of 
the Bradley Center, two conferences were 
held on September 26 and October 25, 
1956 at the center. Forty-three civic and 
professional leaders representing 19 differ- 
ent agencies and groups, including the city 
and county commissioners, Board of Edu- 
cation and Board of Health, discussed the 
three common community problems. The 
group decided unanimously to establish: 
(1) a professional Community Guidance 
Council and (2) a lay Planning and Action 
Board. The Community Guidance Coun- 
cil for Family and Social Problems was 
established officially on November 8 and 
a chairman, vice chairman and secretary 
were elected. The Planning and Action 
Board is to be created shortly after the 
council has had an opportunity to estab- 
lish itself. Regular weekly conferences are 
now in session. We have just begun, but 
we are moving! 
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An approach to 


the selection of patients 


for group psychotherapy 


I. In the course of their experience in an 
out-patient mental hygiene clinic the au- 
thors of this paper have become convinced 
that group psychotherapy is the treatment 
of choice for a substantial percentage of 
patients whose problems are susceptible to 
clinic therapy of any type. By group psy- 
chotherapy we mean the process which 
takes place whenever people are gathered 
together for the consideration of personal 
emotional problems with the purpose of al- 
leviating them, in the presence and with 
the aid of an individual skilled in both the 
understanding of the individual personality 
and the patterns of human interrelation- 
ships and group interactions. 

In this paper certain criteria are dis- 
cussed which have been found useful in 
identifying those individuals for whom this 
approach offers specific benefits as well as 


those who are unable to utilize it. In ad- 
dition, the selection of patients from the 
standpoint of the requirements and limita- 
tions of the group itself is considered. 
These criteria are based on the authors’ 
analysis of the unique characteristics of this 
form of therapeutic experience. A standard 
method for describing various kinds of ther- 
apy groups is proposed. It should be em- 
phasized that problems of therapeutic 
technique have been excluded from con- 
sideration here except where they are di- 
rectly pertinent to the selection of patients. 

The clinical setting is always an impor- 


The five co-authors of this article are all members 
of the staff of the state mental hygiene clinic at 
Berkeley, Calif. Their paper was presented in Oc- 
tober 1955 at the western section meeting of the 
American Group Psychotherapy Association. 
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tant factor in determining which of several 
possible therapeutic orientations is chosen. 
The authors are members of the staff of a 
state-supported mental hygiene clinic offer- 
ing psychiatric diagnosis and individual 
and group therapy for adults and children. 
As the only such facility serving an urban 
and rural population of 1,500,000 we con- 
tinually face a far greater demand for our 
services than our professional staff of seven 
full-time workers can possibly meet. Thus 
it has become our policy that all treatment 
offered be limited in intensity and dura- 
tion. 
In our attempt to offer psychotherapy to 
a maximum number of patients, the group 
approach was instituted experimentally in 
1948, shortly after the opening of the clinic. 
Since that time group therapy has gradu- 
ally become an increasingly important part 
of the clinic program. At present, under 
the direction of the group therapy consult- 
ant (J.E.N.), an average of six or seven 
therapeutic groups meet weekly, these com- 
prising almost two-thirds of the adult pa- 
tients seen for extended treatment. 
Members of the clinic staff concerned 
with this effort have met regularly to study 
the group process. In the course of these 
meetings it became apparent that certain 
empirically derived yet unverbalized clini- 
cal criteria were being applied in selecting, 
from among the applicants for therapeutic 
services, those who would be offered group 
psychotherapy. Further discussions resulted 
in a crystallization of these concepts in a 
more systematic manner, which made pos- 
sible their more efficient application in the 
intake process. Subsequently we have be- 
come aware that other workers have arrived 
independently at somewhat similar conclu- 
sions. We refer especially to the papers of 
Freedman and Sweet (1), Geller (2) and to 
parts of the work of Bach (3). Hulse (4) and 
Slavson (5), while agreeing in part with our 
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findings, are of course working under differ 
ent circumstances and with different goals, 
which make direct comparisons difficult. 


II. We are very much aware that criteria 
developed in this clinical setting might have 
validity only for our own or for nearly iden: 
tical situations. In addition we have fre 
quently encountered difficulty in making) 
maximal use of the reports of some other 
authors who have failed to delineate specifi 
cally their particular settings and methods. 
We are therefore attempting to describe 
our therapeutic groups in a comprehensive 
and systematic manner with the primary 
purpose of providing adequate information 
about our own approach. We would also 
hope that a more general use of some such 
method of evaluation might reduce confu 
sion in the literature and lead to more 
profitable communication among workers 
in the field. 

Our description is a modification of 4 
classification introduced by Dreikurs and 
Corsini in their review of twenty years of 
group therapy published in the February 
1954 American Journal of Psychiatry (6). 

For purposes of clarity we have divided 
it into two sections, dealing first with ad 
ministrative structure and then with inte 
nal group functions. 

As can be seen, our program is under th 
auspices of a tax-supported out-patient gen 
eral mental hygiene clinic. Fees are set m 
dividually on the basis of ability to P% 
and are identical with those charged for in 
dividual therapy. Our typical group 


composed of 6 to 8 men and/or women us 
ally between the ages of 20 and 40. The 
meet for one hour weekly for a 6-mon 
period, following which they may be re: 
signed to another group or to individ 
treatment. The therapist may represe™ 
any of the three professional disciplines ^ 
the clinic, and there is usually a non-pa" 
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Administrative structure 
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1. In what clinical setting is therapy being done? 
* Outpatient, tax-supported general mental hygiene clinic. 


2. What fees are charged? 


Graduated depending on income; identical with fees for individual therapy. 


3. How many patients are usually assigned to each group? 
We may assign 10 to 12 patients initially, although the usual working group has 6 to 


8 members. 


4. Are both sexes included in the groups? 


Some are exclusively male or female, others are mixed in sex. 


5. What is the average age range of the patients? 


Usually between 20 and 40 years. 


6. How long does each group therapy session last and how often does the group meet? 
Approximately one-hour sessions once weekly. 


7. For how many sessions does a group usually meet? 
24 sessions (a 6-month period) following which there may be reassignment to another 


group or to individual therapy. 


8. Which staff members act as therapists? 


Psychiatrists, psychiatric social workers and clinical psychologists. (Staff members usu- 


ally, rather than trainees.) 


9. How many therapists are assigned to each group? 
Usually one therapist and a non-participant observer. 


10. Do patients receive individual therapy concurrently with group? 


Only rarely, primarily in crisis situations. 


11. What diagnostic categories are represented among the group members? 


Usually a mixture of psychoneurotic, 


psychophysiologic and personality disorders. 


Occasional ambulatory schizophrenic reactions. 


* Answers refer to groups at the Berkeley State Mental Hygiene Clinic. 


ticipant _observer-recorder. Patients in 
group therapy are not seen individually 
except in connection with specific crisis sit- 
uations. Diagnostically our patients are 
usually classified among the psychoneurotic, 
psychophysiologic or personality disorders 
with occasional ambulatory schizophrenic 


reactions. All diagnoses are usually repre- 
sented in a given group. 

As can be seen in Plate 2, we illustrate 
the functioning of our groups through the 
device of creating a series of continua upon 
each of which we assume a position relative 
to the theoretical extremes. We believe 
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PLATE 2 
Group therapy classification 
I OPTIMUM GOALS OF THERAPY 


Impart 


Allow Reappraise | Build new 
information 


Attain | Change basi 
catharsis | reality defenses 


insight | personality 


Il ROLE OF THERAPIST 


A. TYPE OF THERAPEUTIC ACTIVITY 


Corrective, Supportive, Clarificative 
educational suggestive interpretive} 
z j 

B. AMOUNT OF THERAPEUTIC INTERVENTION 
Constant Frequent Rare | 


C. NATURE OF THERAPIST'S DIRECTION 


ree. 
Questions meaninf) 


lectures patients content of behavior 


Chooses topics, Calls on | Restates 
Ill ROLE OF PATIENT 
A. TYPE OF ACTIVITY ENCOURAGED 


Listening | Discussing Emotional involvement 


B. TYPE OF INTRA-GROUP RELATIONSHIPS FOSTERED 


Therapist-Patient Patient 50% Patient-Patien 
100% Therapist 50% 100% 
* 
IV CONTENT EMPHASIZED IN SESSIONS 
_ Mental hygiene | Problems of | Personal emotional | Group Fantasies 
principles adjustment | difficulties interactions | dreams 


* Refers to the position on the continuum occupied by our groups. 
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that patients in our groups achieve some 
modification of their defensive structure 
and certain insights into the origins of their 
current difficulties (I). In general, however, 
we do not expect basic personality changes. 

The therapist in our groups tends to limit 
his therapeutic intervention to clarifying 
and interpreting the material produced by 
the patients. He rarely educates or reas- 
sures them. He remains relatively silent 
and allows the group considerable latitude 
in the selection of topics for discussion (II). 
He often raises questions which will call the 
groups attention to significant content or 
behavior. 

The patient, on the other hand, is en- 
couraged to become emotionally involved 
in the group process, with relationships 
among the group members being the pri- 
mary focus (III). 

The discussions usually deal with per- 
sonal emotional difficulties and, secondly, 
with their expression in the group interac- 


tion (IV). 


II. We feel that the group therapeutic 
process by its nature possesses certain unique 
characteristics which may influence both 
positively and negatively the selection of 
patients, and hence a consideration of these 
must be incorporated into the process of 
evaluation. 

We believe that an essential point of 
difference between a therapeutic group and 
a purely social group results from the initial 
expectations of the members. Each indi- 
vidual comes with some anticipation that 
his symptoms will be relieved and with at 
least a minimal awareness of the contribu- 
tory role of personal emotional problems. 
These factors plus the presence and activity 

E the therapist create a permissive atmos- 


“Shere which encourages the free expression 


and acceptance of feelings. In contrast to 
the individual therapeutic situation there 
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is less specific pressure on each member to 
reveal anxiety-provoking material. ` In some 
cases, competitiveness may stimulate early 
self-revelation; in general, however, indi- 
vidual psychological defenses are adequate 
to prevent premature and overly disturbing 
insight. 

As the group continues to meet, relation- 
ships form among the members and with 
the group therapist similar to but lacking 
the intensity of the transference phenomena 
present in individual therapy. Particularly 
prominent are feelings analogous to those 
previously experienced in the sibling situa- 
tion in childhood. The group also pro- 
vides an ideal setting for the appearance of 
typical interpersonal defensive maneuvers 
which have an emotional rather than an in- 
tellectual impact. Denial of the existence 
of such behavior is more difficult under 
these conditions. 

It is our opinion that individual mem- 
bers tend to utilize the group discussion ac- 
cording to their current level of psycho- 
logical development. For example, some 
patients gain reassurance simply from learn- 
ing that their problems are not unique; 
others become aware of their characteristic 
defensive patterns from observing their re- 
actions to fellow group members. Finally, 
the group serves some individuals by pro- 
viding an opportunity to compare and con- 
trast their own perceptions of reality with 
those of others. 


IV. As a result of these considerations we 
have selected certain categories of patients 
who seem to respond to our therapeutic 
groups.* One category includes those who 
gain primarily from the permissive atmos- 


eee 


*In the discussions which follow, the capital letters 
in parentheses refer to specific clinical examples 
which may be found at the end of each section. 
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phere or relative lack of pressure in the 
therapy situation. These include individ- 
uals who are unable to use brief individual 
therapy because of inarticulateness and lack 
of social aptitudes but who can participate 
in group therapy even though non-verbally 
at first (A). To others who are quite fearful 
of intimate individual relationships, group 
treatment offers a way of safely experienc- 
ing the satisfactions and rewards of social 
and emotional interchanges. 

Secondly, there are those patients who de- 
velop transference involvements which be- 
come unmanageable in a relatively brief in- 
dividual therapeutic relationship (B). These 
reactions usually do not become so intense 
in group therapy. For example, exception- 
ally dependent character types whose prob- 
lems often spring from severe deprivation in 
childhood are protected from regressing to 
an attitude of complete helplessness (C). 
Persons who become immobilized by guilt 
when they receive the undivided attention 
of a therapist are relieved of this pressure 
by group membership (D). Another type 
of patient, whose problem is his inability to 
express hostile feelings toward authority, 
gains courage from the support of others 

E). 

ae therapy is helpful for a third 
category of patients because it deals effec- 
tively with certain kinds of defenses which 
result in avoidance of awareness of emo- 
tions. We refer first to persons with pre- 
dominately psychosomatic complaints, who 
often learn in the group that their feelings 
are connected with their symptoms (F). 
Individuals who deny feelings and main- 
tain a psychologically naive attitude often 
find this position difficult to sustain. The 
same is true of those who attempt to de- 
scribe all experience in intellectual terms. 
Many such patients are able to benefit from 
brief individual therapy after an initial 
group experience. 
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Being faced with reality is particularly 
important for a final group of patients. 
Prominent among them are “acting-out 
characters” who constantly become involved 
in personal crises while denying their own 
involvement (G). This distortion is often 
clearly understood and challenged by other 
group members. On the other hand, psy- 
chotic patients who have partially reorgan- 
ized their defensive structure seem to bene- 
fit from the opportunity to reestablish 
relationships with others in a protected yet 
realistic situation. This is also true of some 
patients who have worked through prob- 
lems in individual interviews but who need 
the experience of applying their new in- 
sight in a supervised situation. 


(A) A 26-year-old single male theological 
student came to the clinic complaining of 
inability to develop a satisfactory social life. 
He told us that he had been raised by 
elderly, non-English-speaking parents who 


` were apprehensive about his joining his 


peers in normal group pursuits. We felt 
that he needed the social experience 
offered by a therapeutic group. 


(B) A housewife, aged 32, complained of 
difficulty with her husband, mother-in-law 
and mother. She felt that they were all 
blaming her, yet seemed partially aware that 
her attitude was somewhat unrealistic. In 
her initial interview she quickly developed 
intense negative feelings toward the intake 
worker, reacting as if the worker were 
actually her mother-in-law. Because of this 
immediate transference reaction we felt 
that group therapy, with its tendency to re- 
duce the intensity of such feelings, was the 
treatment of choice. 


(C) A 34-year-old unemployed taxicab 
driver with a history of many job changes 
and periodic alcoholism came to the clinic 


, 


under pressure of his wife’s threats to leave 
him. During his evaluation interview he 
presented himself as completely helpless 
and made repeated demands for a quick 
solution to his problems. Such marked de- 
pendent tendencies, we believed, would be 
discouraged by other group members who 
would focus his attention on reality prob- 
lems. 


(D) A 39-year-old housewife complained of 
headaches and depression. We learned that 
she was the oldest child of a large and im- 
poverished family in which she had been 
prematurely forced into a parental role 
toward younger siblings because of her 
mother’s chronic illness. It seemed appar- 
ent that her headaches were a response to 
the frustration of unsatisfied dependent 
needs. Moreover, her intense feelings of 
guilt prevented her from accepting such 
satisfactions when available. We recom- 
mended group therapy rather than individ- 
ual because sharing the attention of the 
therapist would arouse less guilt. Another 
advantage was the opportunity afforded her 
to experience a more normal ‘sibling-par- 
ent’ relationship. 


(E) A 25-year-old graduate student gave a 


œ history of failing in his work although he 


» 


^ was of superior intelligence. In the initial 
interview some of his fear of competing 
with his father in a similar professional 
field became apparent. He was assigned to 
group therapy with the hope that support 
from other group members would help him 
to express more openly his hostile impulses 
toward authority, as represented by the 
group therapist. 


(F) A 34-year-old housewife was referred 
by her physician because of episodes of 
shortness of breath for which no organic 
cause had been found. She described her 
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home life as ideal and free of any emo- 
tional problems, but inadvertently revealed 
to the interviewer the existence of various 
areas of conflict. It was felt that group 
therapy would assist her to become more 
aware of emotional difficulties and their. 
role in the causation of her symptoms. 


(G) A 28-year-old divorced clerical worker 
with two young children seemed unable to 
organize her life or to avoid repeated crises. 
She lost jobs frequently, was deeply in debt, 
and entered into a series of short-lived and 
destructive sexual relationships. She pre- 
sented herself as the victim of circumstances 
and in no way responsible for these develop- 
ments. We assigned her to group therapy 
with the expectation that other group mem- 
bers would help her to realize her own 
involvement. 


V. Just as there are certain categories of pa- 
tients who seem particularly suited to group 
therapy, other individuals can be identified 
who are unable to tolerate the specific 
stresses created by the group process. First, 
there are patients with such intense social 
anxiety that they cannot even consider any 
kind of group participation (H). More- 
over, in our particular groups the emo- 
tional tensions produced by the material 
discussed are such that patients with an 
imminent or active psychotic process are 
unable to carry the additional burden with- 
out further disintegration (I). 

There are other individuals whose de- 
fenses, while identical with those of patients 
who respond favorably, are more rigidly 
maintained. For example, some persons 
with exclusively psychosomatic symptoms 
are threatened by even mild probing (J); 
also some extremely deprived patients are 
intolerably frustrated by failing to obtain 
the exclusive attention of the therapist. We 
are often unable to differentiate such pa- 
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tients at the time of their application. We 
frequently assign equivocal cases to groups 
for a therapeutic trial. For them, individ- 
ual therapy on a once-a-week basis is ineffec- 
tive in any case, and occasionally they sur- 
prise us by making effective use of the 
group: process. 


(H) A 23-year-old single woman applied 
for help with the problem of inability to 
become independent of her parents. She 
revealed that in three years of successful 
work in a large office she had been unable 
to form any social relationships because of 
awkwardness and uneasiness. Her previous 
difficulty in communication had been so 
marked and her anxiety in the initial inter- 
view was so intense that we felt participa- 
tion in any group would be impossible for 
her. Individual treatment was recom- 
mended. 


(I) A 30-year-old housewife and mother of 
three children was referred to the clinic be- 
cause of numerous vague physical symp- 
toms. She was assigned to group therapy, 
but it was soon apparent that an underlying 
psychotic process had been overlooked. She 
monopolized the group with a disorganized 
account of intimate sexual experiences. She 
was unable to tolerate the anxiety created 
and left the meeting in tears. In retrospect, 
the degree of her disorganization made her 
unsuitable for placement in a group. 


(J) A 42-year-old, thrice-divorced beauty 
operator complained at the time of applica- 
tion of dissatisfaction with her job and fear 
of another failure in marriage. She real- 
ized that the men to whom she was attracted 
all displayed similar unsuitable qualities. 
She told of a markedly deprived childhood 
with the loss of both parents very early, of 
subsequent multiple foster-home place- 
ments, and of adolescent delinquency. In 
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the group she monopolized the first hour — 
with a tearful recital of her long, sad his- 
tory. Her attempt to obtain justification 
for her actions and the sympathy of the | 
therapist was compulsively repeated in sub- } 
sequent sessions. She ignored the group's f 
attempts to interpret her more basic feel- 
ings of loneliness and deprivation. Inevi- 
tably, frustration and subsequent interrup- 
tion of therapy followed. 


VI. Although the needs and defenses of the 
individual are considered first, we have 
found it equally necessary to evaluate cer- — 
tain factors arising from the requirements 
of the group itself in developing our cri- 
teria. The interaction of persons new and | 
strange to each other results in the forma- 
tion of a new type of social unit. Society 
offers no comparable experience. It is our , 
impression that this unique social and psy- | 
chological organization has certain needs 
which must be met by its members if it is 
to achieve its purpose. 

An effective group must include some in- 
dividuals who have an awareness of their ~ 
anxiety and an ability to express it through 
a discussion of conflictual material. They Y 
stimulate the groups consideration of emo- 
tional problems (K). There also must be _ 
patients with a relatively high degree of 
perception and of sensitivity to the psycho- _ 
logical problems and maneuvers of others. 
They are able to make interpretations | 
which might be unacceptable if they came 
from the therapist (L). We believe it to be _ 
important also that there exist among group 
members a variety of social experiences, de- 
fensive structures and presenting problems. 
This provides an opportunity for contrast, 
comparison and self-evaluation. i, 

Occasionally we may assign patients to a 
therapeutic group who could equally well | 
be offered individual therapy, because of © 
their catalytic effect upon the group. g 


(K) A 83-year-old divorced mother of two 
children complained of depression, irrita- 
bility and frightening thoughts. In the 
initial interview she was able to reveal with 
considerable verbal facility both her anxi- 
ety and some genuine self-awareness, par- 
ticularly of her competitive impulses and 
feelings of inadequacy. Because of these 
qualities we felt that she not only would 
herself benefit from group therapy but also 
would motivate other group members to 
examine their own relationships and feel- 
ings. 


(L) A 28-year-old unemployed man gave as 
his reason for applying for treatment an 
inability to make a satisfactory job adjust- 
ment because of his resentment of all au- 
thority. When interviewed, he demonstrated 
the nature of his difficulty by being quite 
openly sarcastic but at the same time dis- 
playing considerable discomfort. He be- 
came less defensive when this was called to 
his attention. He also showed a good abil- 
ity to size up other people. It was our 
feeling that in a group he could come to 
see more clearly the results of his behavior. 
Furthermore, because of his directness and 
his facility in the evaluation of others he 
would be able to make interpretations 
which the other members could accept. 


VII. In the same way that persons with the 
characteristics mentioned above have 
proved indispensable for group progress, 
there are others whose behavior inhibits it. 
Tf they appear too deviant from the group 
norm, they should be excluded—even 
though they might gain personally from 
the group experience—to avoid a possible 
disruption of the group. Thus certain pa- 
tients use incessant irrelevant and unin- 
sightful talk as a defensive device. They 
monopolize group time and energy in this 
way, preventing constructive exploration of 
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their own or others’ problems (M). Others 
persist in attempts to engage the therapist 
in competition or to obtain his exclusive at- 
tention, ignoring the needs and rights of 
the rest of the group. In these circum- 
stances the frustration of other group mem- 
bers often causes intolerable antagonism 
and guilt, which results either in isolation 
of the offender or in flights from the group, 

The anxiety of another type of patient 
leads him to make a defensive attack upon 
other group members, the therapist, the 
therapeutic method or even the basic con- 
cept of treatment. Such intense attacks, oc- 
curring as they usually do in the opening 
sessions, destroy the confidence of other 
group members in the enterprise upon 
which they are embarking (N). Other pa- 
tients have a self-destructive urge to reveal 
socially unacceptable symptoms in their in- 
itial contacts with the group (O). 
means that patients must be excluded who 
are frankly delusional, who openly display 
bizarre ideation, or who would be indiscreet 
in discussing deviant sexual behavior, The 
above manifestations of pathology are very 
frightening to the majority of our group 
members. 

We prefer to exclude patients who dis- 
play tendencies toward overt suicidal, homi- 
cidal or infanticidal acts. Our groups are 
unable to deal with such traumatic material 
yet are prevented by its emergence from 
dealing with other less dramatic but never- 
theless important problems. 


(M) A 40-year-old housewife was referred 
with symptoms of severe headaches and 
phobias. In the initial interview she could 
only complain that numerous doctors had 
been of no help to her, that her husband 
was unsympathetic and ungrateful, and 
that no one understood her. She felt poorly 
repaid for her self-sacrificing life. At the 
intake conference, the group opinion was 


251 


This 


that she would masochistically monopolize 
group sessions and thus inhibit more con- 
structive discussion. 


(N) A 36-year-old cab-driver complained 
that his wife was not sufficiently responsive 
to him and that he could not communicate 
with her. During his first interview he at- 
tacked the worker by questioning the lat- 
ter’s professional qualifications and theo- 
retical orientation. He bragged of his own 
knowledge of “psychology” and demon- 
strated this by presenting a glib intellectual 
formulation of his problems. We felt that 
this was a patient who would be likely to 
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disrupt an initial group session with this © 
hyperaggressive behavior. He was therefore — 
considered unsuitable for our therapeutic i 


groups. $ 


(O) A 28-year-old unemployed single man 
at first complained of depression and irrita- 
bility. Even before effective rapport had 
been established, he blandly told of re- 
peated episodes of exhibitionism and of his 


munications if assigned to group therapy. 
We have summarized the essential points of 
parts IV through VII in Plate 3. 


Summary of indications and contraindications for group therapy 


PATIENT NEEDS 


Our therapeutic groups are indicated for patients: 


Aided by group support to express 
hostility to authority-figures. 


Needing supportive social experience. 


Whose emotional unawareness is re- 
i duced by group interaction. 

Aided by group’s pointing out and in- 
terpreting acting-out. 

Made too anxious by one-to-one thera- 
peutic relationship. 


florid fantasy life. It appeared that he 
might well be as uncontrolled in his com- 


Needing to participate, even though 
non-verbally. 


Needing protection from too intense | 
transference feelings. 


Benefiting from group protection 
against regressive trends. 

Reacting with extreme guilt to indi 
vidual attention. ia 


Needing protected, though realistic, 
interpersonal experience. 


Our therapeutic groups are contraindicated for patients: 


Chronically experiencing intolerable 
frustration in sharing a therapist. 


For whom material discussed could ac- 
celerate psychotic processes. 
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Unable to consider participation if 
groups because of intense anxiety thus 
aroused. 


GROUP NEEDS 
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Our therapeutic groups are strengthened by patients: 


With awareness of anxiety and ability 
to verbalize. 


With perception of others’ problems 
and defensive maneuvers. 


With a variety of defensive structures, 
social experiences, and presenting 
problems. 


Our therapeutic groups are weakened by patients: 


Appearing so deviant as to be disinte- 
grative to the group. 


Whose exaggerated defensive reac- 
tions disrupt essential group explora- 
tion, 


Whose anxiety is manifested by in- 
tense attacks in opening sessions. 


DISCUSSION 


It should be re-emphasized that the fore- 
going considerations have been developed 
within a specific clinical setting with its 
own characteristic structure, function and 
limitations. Because of this it is recognized 
that conclusions drawn from this experi- 
ence need not have universal validity. We 
hope, however, that therapists in somewhat 
similar situations may be able to use these 
criteria or to modify them to suit their 
particular needs. We are convinced that 
among the applicants to a general mental 
hygiene clinic some will be unsuitable for 
any type of out-patient therapy while others 
will be specifically amenable to the group 
approach. 

A question may be raised as to the diffi- 
culty of predicting the complex types of be- 
havior which have been described above, on 
the basis of a limited evaluation period. It 
has been our impression that, given a skilled 
interviewer who has had experience as a 
group therapist, sufficient data may be ac- 


Whose anxiety leads to destructive 
self-revelation in opening sessions. 


Likely to perform overt suicidal, 
homicidal or infanticidal acts. 


cumulated in an initial interview to permi 
a reasonably accurate estimate of how th 
applicant will react to the group meetings. 
Our interviewers make such judgments on 
the basis of information about how the pa- 
tient has related to his immediate environ- 
ment, both past and present, as well as his 
behavior in the interview and his response 
to tentative suggestions or interpretations 
made with the specific purpose of testing 
his defensive structure. Often, information 
from collateral sources (family members, re- 
ferring agencies, etc.) can add to the total 
picture. At times we may place the appli- 
cant under emotional stress to determine 
his characteristic ways of reacting or his 
ability to respond in a constructive manner, 
In borderline cases, psychological testing 
may provide additional clues. All the in- 
formation available is evaluated at an in- 
take conference, the participants in which 
are for the most part themselves active in 
both group and individual therapy. This 
tends to eliminate any undue positive or 
negative bias of the individual interviewer. 
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Despite all these measures, it is at times 
unclear whether or not a given patient can 
make use of our therapeutic groups. Usu- 
ally there are both positive and negative in- 
dications and some balance must be struck. 
As previously noted, in such equivocal cases, 
especially where the patient seems clearly 
unsuitable for individual therapy of rela- 
tively limited intensity and duration, we 
will often assign him to a group for a 
therapeutic trial. 

We have not attempted to cover com- 
pletely the question of balancing various 
types of patients for optimum group func- 
tioning, although we believe that this mat- 
ter is of as great importance as that of the 
initial selection. Nor have we considered 
in this paper the effect upon selection of 
the anxieties and therapeutic skills of the 
group leader. It goes without saying that a 

skilled and experienced therapist can deal 
adequately with potentially more difficult 
group constellations. 

Increasingly, community mental hygiene 
clinics are finding it difficult to offer indi- 
vidual psychotherapy to the ever-growing 
numbers of applicants for psychiatric treat- 
ment. Since we feel that group psycho- 
therapy is the treatment of choice for a 
large proportion of these individuals, we 
believe it essential that there be continued 
study of the group process and the elabora- 
tion and perfection of criteria for its use. 


SUMMARY 


In this paper the hypothesis is advanced 
that certain types of out-patients are most 
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successfully treated by group psychother- 

apy. The authors speak from a background 
of seven years of cumulative experience in ” 
an out-patient mental hygiene clinic. They 
discuss the structure within which they 
operate and its influence on the type of i 
group psychotherapy offered. A standard 
method of classification of the therapeutic 
group is suggested. Dynamic considerations 
which contribute to patients’ ability to 
utilize the group approach as well as per 
sonality characteristics which appear to con- 
traindicate group therapy are discussed. 
Finally, the needs of the group itself as a 
special therapeutic medium are explored 
for their effect on the selection of patients. 
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ESTHER KOVENOCK 


Therapeutic use of the 


discussion process among residents 


in a home for the aged 


The residents of the Milwaukee Home for 
Aged Jews! have had an opportunity to 
learn and discuss what transpired at Wis- 
consin’s first Governor’s Conference on an 
Aging Population.2 This paper is con- 
cerned with the philosophy which underlay 
this experience, the method of presentation, 
the response of the residents and the project 
which grew out of this effort. 

The professional staff saw the sharing 
of the conference proceedings with the resi- 
dents as potentially valuable in several 
ways. Offering this material to the residents 
said: We regard you as people of worth 
and of a capacity to understand what is 
being thought and said about you. Be- 
cause we are convinced of this, we will 
invest time and effort in presenting it in 
such a way that it will have meaning for 
you. We want your response as we do this, 
not only to test whether we are reaching 
you but also to get your reaction to the 


content. What you think about the ideas 
expressed is important both to us who try 
to serve you and to yourselves. We need 
your comments to validate our knowledge 
and to increase it. You can use your re- 
actions to understand yourselves better, and 
therefore to live more comfortably and ac- 
ceptingly with yourselves and your life 
situation. Where acceptance is not pos 
sible, perhaps together we may find better 
solutions. 

If we could make this experience mean- 
ingful to the residents, it would reassure 
them that they could still participate in 
directing their own lives. People who live 


This is an account of a project undertaken by Mrs. 
Kovenock while she was serving as director of social 
services at the Milwaukee Home for Aged Jews. 


1 The average age of the home's 105 residents is 80. 


2The conference was held in Madison June 6-8, 
1956. 
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in a home for the aged need this reassur- 
ance perhaps even more than other old 
people. This is true because in exchange 
for security and services they have given 
up some freedom, even where the needs 
of the residents are the paramount concern 
of the management. Inevitably there is 
conflict between the welfare of the group 
and the inclinations of the individual. It 
shows itself in such everyday matters as 
how long he: uses the phone and what 
time he takes a bath. To run a home with 
reasonable efficiency and economy requires 
conformity to rules. Limitations in facili- 
ties and services bring other encroachments 
on individual freedom and invasions of pri- 
vacy. For example, a resident may have 
to share a room. He takes his turn to see 
the doctor or the chiropodist. All of this 
heightens the feeling older people have 
that, with their dependence on others, they 
are lesser people. The feeling of rejection 
and failure which coming into the home 
symbolizes in the individual case also con- 
tributes to the sense of loss of status and 
worth. To counteract these factors we 
need to marshal all the resources we can 
find or create to strengthen the ego and 
enrich the life of the resident. 

To carry out our purposes the social 
worker met with the board of the Residents 
Club before the Conference on an Aging 
Population and presented the material 
from the advance brochure. She discussed 
with them the reasons for the conference, 
what the conference proposed to do, for 
whom it was intended and whom it would 
feature. Among the concerns expressed 
by the residents in this discussion was that 
such a conference ought to be planned for 
the aging themselves as well as for those 
who serve older people. The suggestion 
came from one of them that such a con- 
ference should explore means to provide 
housing with services needed by older 
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people, which would be administered with- 
out impairing the independence of the in- 
dividual. They were agreed that the next 
Residents Club meeting should be devoted 
to hearing a report from the professional 
staff who were attending the conference. 

We of the staff who presented the pro- 
ceedings were the occupational therapist 
and the social worker, each using material 
related to her respective field. Since the 
level of acculturation to American life is 
relatively low among our residents, we used 
very simple English and relied upon illus’ 
trative material to interpret ideas and 
scientific principles. This did not lead us 
to eliminate material from our report 
on the basis that they were incapable of 
understanding. Rather, it challenged us 
to think deeply enough about what had 
been said to illuminate it from the life 
experiences of our listeners. As we su 
ceeded in communicating, and sensed the 
intensity of their interest, we offered more 
of the content. With their approval and 
sustained interest the material was pre 
sented in three sessions of one and a half 
hours each, the comments and discussion 
dispersed throughout the presentation. — 

We reported in detail the speech given 
by Leo Simmons, Yale University professor 
of sociology. They responded with nods 0 
agreement to his concepton of the basit 
wishes of aging people in all times am 
places. They commented on what he called 
the lessons he had learned from thirty years 
study of aging, showing gratification that 
he understood how they felt and that he 
was so concerned about getting supp 
from others to create the “brave neW 
climate in which to grow old.” 

What we gave them from the paper PY 
Ruth Cavan, associate professor of sociology 
at Rockford College, on the “Changing 
Position of the Aged in Our Society,” stru® 
a responsive chord. There were tears 
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the eyes of several as they heard what was 
said about the emotional damage resulting 
from the death of a mate, adjustment being 
made more difficult by the insecurities 
which beset them, and particularly by the 
gap between them and their children, which 
deprived them of solace. They had some 
emotional release from expressing their 
sense of loss and rejection as the factors 
were enumerated which led to the gulf 
between the generations. They were com- 
forted by having the universality of these 
feelings underlined. It was recognized by 
some that differences between parents and 
children were brought about by both, and 
that there was something they could do 
to minimize those differences. 

They were cognizant of the problems for 
the aging brought about by American cul- 
tural values which are attuned to the future 
and to prizing the “attractive package.” 
These points had been made by Dr. Jack 
Weinberg of Michael Reese Hospital, Chi- 
cago, whose topic was “A Psychiatrist Looks 
at Aging.” From this we developed the 
theme that older people can be beautiful 
with the light and character that emanates 
from within, reflecting their attitudes 
toward others and their peace with them- 
selves. 

Dr. Weinberg’s statement that “changes 
which make us dependent upon others hit 
our inner selves and make us resent the 
people upon whom we depend” was used 
to help them gain insight into their own 
feelings toward the staff. Many were criti- 
cal of themselves, and especially of others 
among them, for the expression of those 
negative feelings. One of them, recogniz- 
ing that residents sometimes made the 
work of the staff unnecessarily difficult, 
nevertheless felt that it was the privilege 
of the aging person to have someone on 
whom he could release his negative feel- 
ings. The staff people who led this dis- 
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cussion agreed, and tried to allay the feel- 
ings of guilt that some residents had about 
their part in this. 

The occupational therapist applied to 
the practice within our home the informa- 
tion given by Dr. Frederic Swartz, member 
of the committee on geriatrics of the Ameri- 
can Medical Association, and Dr. Alfred 
C. Kraft of Allegheny County Institutions, 
Pittsburgh, who spoke on rehabilitating 
the aged. This was an excellent oppor- 
tunity to explain that handicapped people 
are best helped by enabling them to use 
all of their capacity for function. In this 
process, residents who observe or are them- 
selves affected often think that nurses and 
therapists are hard and unfeeling, even 
cruel. The occupational therapist pointed 
out that making a wheelchair patient try 
to walk or a severely arthritic person try 
to feed himself was done to preserve and 
strengthen capacity, and thus help him to 
live more satisfyingly. Having the goal of 
rehabilitation in itself brings stimulation, 
a sense of the worthwhileness of living for 
the older person, and emphasizes inde- 
pendence. Effort is an expression of the 
will to live. For some residents this clari- 
fied experiences about which they had had 
resentment. But the staff was aware that 
we had made only a small beginning, and 
that continuous interpretation of our prac- 
tices and the rationale for them was neces- 
sary. 

The conference workshop on the “Team 
Approach to the Care of the Aging” was 
presented by enumerating all the possible 
services that an aging person might need. 
This was used to delineate the function of 
the personnel within our home. The di- 
rector of nurses was brought into this dis- 
cussion to help clarify the function of the 
nursing department. From this came a 
lively exchange between nurse and resi- 
dents about accepting the need for tak- 


257 


ing medication for chronic conditions. 
The very venting of resentments about the 
burden of illness and weakness was thera- 
peutic in this setting. Again the point was 
made that the staff can take the emotional 
outbursts of those who are angry with them- 
selves and others for their handicaps—this 
time by the head of the nursing staff speak- 
ing for those who are the most frequent 
butt of these explosions. This acceptance 
of the negative feelings of residents as 
natural, and the expression of them as 
therapeutic, not only reassured them, but 
also created an atmosphere in which there 
was freedom to speak frankly. This led to 
a much greater feeling of ease between the 
staff and the residents who participated. 
Important in the lives of our residents 
are the many volunteers who come here 
regularly to make the sheltered workshop 
more efficient, to run the beauty shop, to 
serve afternoon tea, to assist with the recre- 
ational program. As we talked about them 
and their role in our home, we raised the 
question whether some of the residents 
might themselves serve as volunteers to 
help those less able. This discussion has 
already led to the formation of two new 
committees of residents—one to mend 
clothes for those unable to do so, the other 
to be on call to help feed severely handi- 
capped infirmary patients. 

We used the conference material to inter- 
pret senility, emphasizing prevention and 
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rehabilitation. Our purpose was to allay 
their fears for themselves and to help them | 
accept the senile in our home. We did this 
with great care, aware that the subject was 
fraught with danger of heightening fears ) 
and revulsion. We were rewarded with the 
demonstration of some measure of our 
success. Some of our residents are now 
willing to assist the occupational thera- 
pist with group activites with the senile 

The value of this sharing experience is 
patent to us who planned and carried out 
this project. We saw it in the faces and 
words of our residents as we did it. They 
were comforted, reassured, encouraged to 
find new strengths within themselves. 
Books from the library about the mature” 
years were circulated among those residents 
able to use them, and they began to bring 1 
to the attention of the professional staf i 
articles on the subject that they saw in the 
press. This experience led to the develop: 
ment of an ongoing study and discussion 
group on aging. Excerpts or digests of 
books and articles were used to stimulate 
thinking and talking about their feelings) 
about themselves and how others saw them: | 

We of the staff who participated gain 
in the empathy we experienced, in ideas for 
new ways to involve the residents in activi 
ties and in service which will bring greatei 
morale and understanding between resh 
dents and staff. They voiced their api 
proval by the quality of their participatio : 
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Attitudes toward 


old 


It was the aim of this study to investigate 
differences in attitude toward aging on the 
part of older persons. As an index to this, 
attitude toward death was chosen, on the 
assumption that attitude toward death is a 
reflection of attitude toward living. 

It was hypothesized that those subjects 
living under conditions approximating pre- 
vious mode of independent residence in the 
community would reflect a less apprehen- 
sive attitude toward death, and generally 
be better adjusted to the life about them. 
Consequently, attitude toward death was 
compared with self-appraisal of health, ad- 
justment in the institutional setting, and 
claimed participation in activities. 

This study compared attitude toward 
death in ambulatory, currently unmarried, 
white females in two kinds of institutional 
living arrangements. Thirty persons resid- 
ing in the apartment dwellings of the 
Home for Aged and Infirm Hebrews of 
New York were compared with a similar 
population from the same institution’s cen- 
tral residential facility (Central House) in 
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which the supervision and regulations are 
more traditionally institutional. The basic 
difference in the two modes of residence is 
that the apartment residents live much like 
other older people in the community, 
whereas those in the mass-housing or in- 
stitutional setting (Central House) are more 
dependent upon the institutional organiza- 
tion, per se. 

In each case, the research population con- 
sisted of volunteers obtained by means of 
random selection from a stratified sample, 
after consultation with the medical and 
social service departments of the institu- 
tion. Subjects were well motivated to par- 
ticipate in the study, which was presented 
to them as having potentially beneficial 
consequences in possibly affecting housing 
arrangements for older people. Also, re- 


Dr. Shrut presented this paper August 31, 1956 at 
the American Psychological Association convention 
in Chicago. He wishes to express his gratitude to 
Drs. Alvin I. Goldfarb, Carl H. Hamburg, Robert 
M. Eichler and Robert Kahn for their friendly ad- 
vice and invaluable comments on his paper. 
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spondents were assured that they would 
remain anonymous. 

The experimental design of the study 
consisted of comparing the two groups by 
means of a psychological test battery of 
instruments which, except for the Thematic 
Apperception Test, were especially devised, 
along with their respective rating scales, 
by this investigator. The instruments, in 
order of their standardized presentation, 
were as follows: questionnaire on self- 
appraisal of health, questionnaire for ad- 
justment in the home, sentence-completion 
test, Thematic Apperception Test and ques- 
tionnaire on claimed participation in 
activities. 

Some brief statements about the various 
instruments in the battery are in order. 

The health questionnaire was designed 
to elicit information on past and current 
medical history for the self-rating of health, 
on the basis of 5 categories ranging from 
“excellent” to “very poor.” 

The questionnaire on adjustment con- 
sisted of 17 detailed questions relating to 
food, supervision, rules and general inter- 
personal relationships of the resident in 
the institution. 

The questionnaire on claimed participa- 
ee 
1Part 2, Act III, Scene ii. 
2J. G. Gilbert, Understanding Old Age, 401, While 
it may be said that religion also aims to help people 
face death, it thus exerts an influence on how a 
person views life. G. Stanley Hall contends: “The 
most essential claim of Christianity is to have obvi- 

ated the fear of death and made the king of terrors 
into a good friend, if not a boon companion, by this 
most masterly of all psychotherapies.” G. Stanley 
Hall, “A Study of Fears,” American Journal of Psy- 
chology, 8 (1896), 472. 

The Hebrew religion is comparable to the various 
denominations of Christianity from the standpoint 
of its basic morality and religious orientation, and 
any sociologic and psychologic observations are ap- 
plicable to the subjects of this research. S. S. Cohen, 
Judaism, A Way of Life, and K. Kohler, The Ethical 
Basis of Judaism. 
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tion in activities consisted of a series of 
detailed questions of possible activities in- 
volving physical and social pursuits in 
which the aged respondent may claim to 
take part. 

A sentence-completion test and 10 TAT 
cards were also utilized. { 

Specific rating scales were devised for 
each of these instruments, each based on a 
5-point range. Ratings were made by va- 
rious categories of judges (a physician, 3 
psychologists, at least 3 social workers), who 
rated protocols blind and made pertinent 
judgments of subjects, who were repre- 
sented by code number to assure ano- 
nymity. These ratings were then averaged 
for the various groups of judges and com- 
parisons were made. However, only the 
averaged ratings of the 3 psychologists- 
judges were employed in evaluating atti- 
tude toward death. 

Death, whether considered traumatic, Or 
tragic, or “a state of bliss,” or a return to 
Mother Earth, or in terms of the organism's 
contest between the will to live and the 
desire to return to the inorganic state, 
poses a severe problem for most, if not all, 
human beings. Human response to death 
has run the whole gamut of emotional 
possibilities from stalwart indifference tO 
severe and painful apprehension. ‘There is 
the bracing statement in Shakespeare's 
King Henry IV: “By my troth, I care not 
A man can die but once; we owe God 4 
death . . . and let it go which way it will 
he that dies this year is quit for the next.” 
Then, on the other hand, Gilbert, suggest 
ing an apparent universality of the fear of 
death, takes pains to stress the important? 
of working with the aged to help “. . - pre 
pare the aged person for death, which is 
inevitable and not too far away, in such 4 
manner as to eliminate fear and help him 
to achieve serenity and happiness in his 1¢- 
maining years.” ? 


Perhaps from the time when man first 
saw the lifeless form of his companion or 
enemy he has quite understandably begun 
to reflect upon death and what, if anything, 
“happens afterwards,” and how this new 
lifeless state might be related to or con- 
cern him. While in the history of litera- 
ture and mythology there is an abundance 
of writing, both in prose and poetry, on 
death, its sorrows and the happy or un- 
happly life beyond, there is a comparative 
lack of scientific writing on this subject. 
This is quite understandable because of 
its inaccessibility to scientific investigation 
in spite of its rich speculative possibilities. 

As one peruses the wealth of poetic and 
prosaic utterances that human beings have 
devoted to the subject of death, dying and 
fear of death, one is led to consider the 
variety of meanings that these words have 
assumed for different people and different 
ages. Considering this, it may be useful 
for the present research to distinguish at 
least three different concepts of death. The 
following brief distinctions concerning 
death concepts may be sufficient. 


1. DEATH AS A TOOL 


From a psychological orientation, death 
may be considered a tool with which to 
attempt to derive certain goals and satis- 
factions from the present environment. 
The concept of death as a tool in the psy- 
chological economy of the human being is, 
for example, much more ancient than is the 
history of suicide. While perhaps only so 
considered tangentially at times by the lay- 
man, death as a tool has increasingly been 
the subject of scientific inquiry, especially 
in recent years. 


2. DEATH AS PASSAGE 


By this expression, reference is made to 
the circumstance that death not only termi- 
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nates but also initiates a new phase, tran- 
scending life, only to lead to a further state 
of being. The manner in which the death- 
initiated new “life” or new state of being 
is considered is dependent upon the preva- 
lent belief systems entertained by different 
cultural groups. Death as passage between 
modes of being or “different worlds,” ac- 
cording to the particular belief system, may 
be represented anywhere in the cultural 
spectrum from the gruesome to the glo- 
rious, or from calm anticipation to tor- 
menting apprehension. Clearly, the par- 
ticular version of the concept of death as 
passage directly affects the emotional tone 
in which death as a biological end is 
anticipated. 


3. DEATH AS AN END 


In this manner death is conceived of in 
strictly biological terms as a terminal 
(“the eternal void”) event in the life span 
of the organisms. This, as a matter of fact, 
is singled out by Webster * as “the cessa- 
tion of all vital functions without capa- 
bility of resuscitation, whether in animals 
or plants.” 

Death as an end, it may be added, can 
never occur as an event to be actually ex- 
perienced by the organism. As the Stoics 
held, no human being can ever encounter 
death, since where one is the other has 
already departed. As a result, death as an 
end is an event known to occur to us only 
by inference from generalizations estab- 
lished with respect to others. 

While it is held that the particular be- 
liefs that are entertained about death are 


3 Except for the biological definition of death, there 
have been comparatively few scientific investigations 
of the varying meanings and functions of death con- 
cepts and attitudes, 

4 Websters New International Dictionary, second 
edition, unabridged. 
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reflected in the variations of responses from 
old people, it is the view of this investi- 
gator that the institutional mode of living 
itself modifies or affects significantly par- 
ticular death attitudes. It is this hypothesis 
that will be examined by means of studying 
aged persons with comparable belief sys- 
tems, as exemplified by the two groups of 
the present research population. 

In general, the literature reflected that 
fear of death is universal and that any fear 
is essentially fear of death. Furthermore, 
the attitude toward death may be said to 
cover the spectrum from a seemingly pre- 
occupying phobic reaction to one of com- 
plete indifference, with denial figuring 
prominently in the latter attitude. 

Attitude toward death was specifically 
studied by means of clinical impressions 
of responses from the sentence-completion 
test and Thematic Apperception Test, 
along with judgments from the other 
protocols as well. Here it will be recalled 
that the other questionnaires (health, ad- 
justment, claimed participation in activi- 
ties) guided the interviews towards elicit- 
ing information in the areas suggested by 
the titles of the respective questionnaires. 

Along with the specific rating scales de- 
vised for each of the instruments in the 
battery, there was an additional “summar- 
izing” scale. The summary scoring of sub- 
ject’s attitude toward death, while not in 
itself a test, enabled the judges (in this 
case, psychologists) to combine ratings from 
all the instruments in the battery. While 
the various instruments attempted to focus 
on particular aspects of the respondent's 
behavior and outlook, ratings on the sum- 
mary scoring were considered most reflec- 
tive of attitude toward death because of 
the comprehensive data on which such 
ratings were made. For example, a sub- 
ject’s response on the health questionnaire 
may not have influenced the scoring on 
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that instrument markedly. Or, the subject 
may have been relatively unproductive on 
the sentence-completion test, or may have 
blocked on card 15 (“death card”) of the- 
TAT, or may have indicated an indifferent 
attitude on the adjustment or claimed par- 
ticipation questionnaires, all of which find: ” 
ings are in themselves significant. How- 
ever, they are not nearly so meaningful as 
when they are all taken in totality and the 
responses are seen to dovetail and interre 
late, as reflected on the summary scoring. 

Table I cites the mean ratings of three 
psychologists on several instruments em: 
ployed to elicit attitude toward death for 
subjects of Central House and of the apart: 
ment residence. i 

On the sentence-completion test, the 
Central House group was judged to give 
responses more concerned with fear of 
death, while subjects of the apartment resi- 
dence revealed an attitude in the direction 
of equanimity or indifference with regard 
to death. 

The TAT indicated that both subject” 
groups entertained at least mild apprehen- 
sion with regard to death. While only 4 
slight statistical difference was shown in 
favor of the apartment residents, a qualita 
tive difference was reflected in that subjects” 
of the apartment residence revealed greater 
productivity by averaging roughly an addi- 
tional half-page (double-spaced) more than 
that obtained in the case of Central Houst 
subjects. x 

Apartment residents obtained higher rat 
ings on the summary scoring, thus being 
judged significantly less preoccupied with 
fear or apprehension of death. 

Fisher’s “t”-test to evaluate mean differ” 
ence of rated responses between the two 
groups revealed a difference significant at 
the 5% level. 

The results indicated that subjects resid- 
ing in the environment approximating 
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Judges’ mean ratings * on several instruments 
employed to elicit attitude toward death 
for subjects of Central House and of apartment residence 
MEAN RATINGS ON 5-POINT SCALE 
Central House Apartment 
INSTRUMENT residents residents ea) 
Sentence-completion test 2.9 3.2 1.3 
Thematic apperception test 2.8 2.9 0.59 
Summary scoring of subject's 
attitude toward death 2.9 3.2 2,294 


* The 5-point scale, based on specific criteria, has the following range: (1) marked dread or preoccupation 
with death, (2) evident anxiety, (3) mild anxiety, (4) attitude of equanimity or indifference, and (5) philo- 


sophic acceptance. 
** Significant at 5% level and beyond. 


their pre-institutional home or domestic 
environment (apartment residence) re- 
vealed less fear of death. There is the 
consequent implication that subjects of 
apartment residence enjoy better mental 
health and are more concerned with plan- 


TABLE Il 


Mean of self-ratings * on health for 30 


ning for continued living than appears 
to hold for subjects of the traditional insti- 
tutional facility (Central House). 

The findings on the health questionnaire 
are shown on Table II. 

Table II revealed that Central House 


persons from 


Central House and 30 persons from apartment residence, 
as compared with ratings by staff physician 


CENTRAL HOUSE RESIDENTS’ M.D.’S APARTMENT RESIDENTS’ M.D.’S 
SELF-RATINGS * RATING SELF-RATINGS * RATING 

Mean 

rating 4.3 3.4 3.9 $3 


* Scale points, based on specific criteria, range as follows: (1) very poor, (2) poor, (3) fair, (4) good, and 


(5) excellent. 
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TABLE III 


Mean ratings * on adjustment questionnaire for subjects 
of Central House and of apartment residence, 
as rated by social workers and psychologists 


RESIDENTS OF 


Central House 
RATERS (institutional type) Apartment residence “te 
Social workers 4.4 4.4 0 
Psychologists 3.8 3.8 0 


Fen EO TAEA A oa A E E 


* The 5-point scale, based on specific criteria, has the following range: (1) very much dissatisfied, (2) dis- 
satisfied, (3) indifferent, (4) satisfied, and (5) very pleased. 


subjects’ self-ratings of health were not only 
higher than the physician’s ratings of their 
health, but also exceed similar ratings by 
subjects of the apartment residence. This 
marked oyer-estimation of good health sug- 
gests that compensatory mechanisms were 
operating more prominently with subjects 
of Central House. 

Table III shows the respective mean rat- 
ings of social workers and psychologists 
for the adjustment questionnaire. 

In the study of Central House and apart- 
ment residents, the judges found no differ- 
ences in ratings of the two research popu- 
lations. However, the ratings of the two 
groups by social workers were consistently 
higher than ratings by the phychologist- 
judges. The psychologists’ ratings sug- 
gested that the respondents seemed nearly 
satisfied with their adjustment in the in- 
stitutional setting, while social workers’ 
ratings indicated that subjects in both 
groups were quite pleased with their insti- 
tutional residency. There is the strong 
suggestion that a “halo effect” was revealed 
in the ratings of the social workers. This 
may be accountable in large measure to 
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the tendency on the part of social workers 
to view ambulatory and active older people 
in a manner somewhat different from psy" 
chologists, whose less optimistic judgments 
are arrived at by the additional means of 
projective tests. 

Fisher’s “t” disclosed no difference in 
ratings of responses between the two sub: 
ject groups. | 

Table IV indicated mean ratings on the 
questionnaire for claimed participation 1 
activities for the two subject groups 
scored by teams of social workers and psy" 
chologists. 

It was revealed that social workers 14 
Central House subjects as being slight] 
more active than the group from the apait 
ment residence. Yet psychologists’ rating 
indicated that apartment residents WA 
somewhat more active than the Cen! 
House group. Here again there is th 
likelihood of factors operating in a “ 
effect” similar to those with the adjust 
ment questionnaire. 

The difference revealed with use © 
Fisher’s “t” test was found to be not 98 
nificant. 
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TABLE IV 
Mean ratings * on questionnaire for claimed participation 
in activities for subjects of Central House 
and of apartment residence, 
as rated by social workers and psychologists 
RESIDENTS OF 
Central House 
RATERS (institutional type) Apartment residence bf) 
Social workers 3.6 3.3 ra 
Psychologists 3.7 3.8 “7 


ee ee eee eee ee 


* Scale points, based on specific criteria, range as follows: (1) markedly disinterested, (2) indifferent, (8) mildly 


participating, (4) active, and (5) very active. 


Also, the additional hypotheses concern- 
ing relationships between attitude toward 
death and self-appraisal of health, adjust- 
ment in the institutional setting, and be- 
tween attitude toward death and claimed 
participation in activities were not found 
to be supported statistically to a signifi- 
cant degree. 


CONCLUSIONS 


Attitude toward death was evaluated by 
means of a psychological test battery on 
two equatable groups of 30 ambulatory 
aged, currently unmarried, white, female 
persons living under the two already speci- 
fied modes of institutional residency. 

The findings from this study yield the 
following conclusions: 

1, Subjects residing under conditions 
approximating their previous environment 
of living independently (apartment resi- 
dence) show less fear of, or preoccupation 
with, death than do those persons in an 
environment grossly dissimilar to what they 
were once used to. Consequently, there 


may be a basis for the belief that subjects. 
of the apartment residence enjoy better 
mental health and are more concerned with 
planning for continued living than would 
hold true for subjects of the traditional 
institutional residence (Central House). 
This would serve to sustain the hypothesis. 

2. Compensatory mechanisms, especially 
with regard to overcoming anxiety in the 
health area, were found to operate more 
prominently with subjects (institutional 
type) who indicated a less realistic estimate 
of their health than appeared to hold for 
the group from the apartment residence. 

8. No clear-cut conclusions were sug- 
gested by the findings as to adjustment and 
claimed participation in activities for the 
two research groups. 

4. On the basis of observed behavior and 
test performance, respondents from the 
more permissive apartment setting evi- 
denced greater social alertness and greater 
productivity, and were more responsive, 
less suspicious and generally more coopera- 
tive than subjects from Central House. 

5. The additional hypotheses with re- 
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gard to relationships between attitude 
toward death and self-evaluation of health, 
adjustment in the institutional setting, and 
claimed participation in activities were not 
confirmed by the statistical findings in this 
study. 

6. While impressions from the various 
instruments of the psychological test bat- 
tery were also taken into consideration, the 
sentence-completion test and the Thematic 
Apperception Test appeared to be rela- 
tively more productive in this study in 
facilitating psychological judgments of atti- 
tude toward death. 

7. Both groups of subjects reveal at least 
mild anxiety with regard to thoughts of 
death. 


Various research recommendations of a 
contiguous and ancillary nature present 
themselves for further investigation in the 
field of gerontology. There is a deeply- 
felt need for incisive and fruitful contribu- 
tions to general knowledge about aged 
persons, and more specifically with regard 
to the effects of institutional residency, with 
its implications for planning with, and for, 
the aged person. 
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MORTON J. ARONSON, M.D. 


Emotional aspects of 


nursing the cancer patient 


Psychiatrists, perhaps more than most physi- 
cians, appreciate the tremendous signifi- 
cance of the nurse in the emotional life of 
the patient. Our subject involves that area 
of organic disease in which it is difficult to 
imagine another as fraught with emotional 
involvement. The paralyzing fear of can- 
cer, the adult's bogey-man, in patients and 
in ourselves, who in our mind’s eye are pos- 
sible future patients, presents a singular 
challenge. But before discussing those emo- 
tional problems particular to the patient 
with cancer it is worthwhile for us first to 
view some of the characteristics of the nurse- 
patient psychological unit and thus provide 
a broad backdrop against which to view 
specific cancer problems. 

The nurse, whether she wants it or not, 
stands in the same unique relationship to 
her patient that the mother does to her 
child. The gentle, kind, beautiful figure 
in white who ministers to the helpless is the 
traditional popular stereotype of the nurse 
and this is the exact image that the child 


maintains of the idealized mother. To the 
sick adult, the nurse with her concern about 
food and pills, elimination and baths re- 
calls the same role mother fulfilled. She 
even threatens to report bad behavior to the 
doctor as mother threatened to tell father. 

Now the central fact is that patients, in 
response to the emotional stress of illness, 
adopt in varying degree child-like behavior 
in relation to the nurse-mother (1).. The 
patient, powerless to gratify his own needs 
and dependent on another, reverts to the 
techniques he used in childhood in his de- 
pendent relationship with his mother, 
much as a beaten army falls back to a 
previously fortified position. These child- 
hood dependency techniques and the con- 


Dr. Aronson is attending neuropsychiatrist at the 
Home for Aged and Infirm Hebrews of New York, 
in New York City. His paper, prepared with the 
assistance and support of Dr. Frederic Zeman and 
Dr. Alvin D. Goldfarb, was read at the annual 
meeting of the New Jersey League for Nursing on 
October 4, 1956 in Asbury Park. 
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flicts that surrounded them now burst forth, 
colored by the adult personality structure 
and influenced by the behavior of the nurse. 
Thus he may attempt to curry favor by 
ingratiation or demand it with the angry 
impatience so typical of children. He may 
exaggerate his discomfort to incur solici- 
tude, or even be seductive. When the de- 
mands for tender loving care are frustrated, 
the inevitable anger may erupt in hostile 
outbursts or critical attacks on the nurse, or 
be expressed in self-damaging defiance by 
refusal to eat or take medicine, or be pro- 
jected onto the nurse in the form of para- 
noid accusations or delusions, or be turned 
violently against the self in the form of a 
dangerous depression. Or, in the form of 
jealousy, anger may be diverted onto other 
patients who are rivals for the nurse’s at- 
tention just as brothers and sisters were 
rivals for mother’s love. These behavior 
patterns are, of course, everyday occurrences 
to nurses. It is an unusually mature indi- 
vidual who does not demonstrate, to some 
degree, one or another of these patterns in 
the course of a major illness. The impor- 
tant thing to bear in mind is that such be- 
havior is meaningful and purposeful. It is 
the perennial cry of the sick for succor! 

We have then a sketch of the patient’s 
emotional orientation to the nurse. What 
of the nurse in this relationship? That she 
has the capacity and motivation to accept 
a maternal role is suggested by her very 
choice of occupation, a healthy acknowl- 
edgement of femininity in a world where 
so many women in other fields are strug- 
gling to deny their femininity and compete 
with men. But how successful the individ- 
ual nurse is in drawing upon her maternal 
capacity to establish a giving, emotionally 
meaningful relationship with the patient is 
another matter. Of course, this varies from 
nurse to nurse and is determined by the 
whole complex of her personality structure, 
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life situation and past experiences. 
nurse may re-enact with her patient thé 
loving care she gave her doll as a little git] 
when she behaved towards the doll as shé 
wanted her mother to behave towards her 
Another nurse, rejected by her mother in 
childhood and perhaps sadistic with het 
doll, may use the helpless patient as an ob 
ject on whom to vent, however subtly, het 
smouldering resentment. Usually such 4 
nurse will be completely unaware of whai 
she is doing or why. 

The two most damaging emotional read 
tions that a nurse may display with he 
patient are hostility and withdrawal. Hel 
hostility may be simply in reaction to thé 
patient's anger or critical, demanding be 
havior and is the result of her failure tõ 
understand what the patient is trying tū 
say. Also, of course, she may take out on 
the patient the anger she couldn’t expres 
to the supervisor, physician, husband of 
children. Withdrawal, however, is far more 
common and often more damaging. Thi 
is the nurse who is busy and efficient but 
thinks of the patient as the pneumonia, the 
Post-operative thyroid or the hypochol 
driac. She is too busy or disinclined to 
volve herself in the patient’s emotional 
needs although these are often of far great! 
import than the physical needs. Sedation i$ 
her only answer to anxiety! 

This withdrawal, or refusal to meet tht 
patient on an emotional level, is a s 
protective device. For in the patient's í 
fering one sees one’s own possible future 0t 
that of a loved relative. To feel for the pP% 
tient is, in a sense, to suffer with him and 
this is unpleasant and anxiety-provoking; 
Thus, in avoiding the patient as a personi 
one avoids one’s own anxiety—much as 
doctor in the autopsy room conceals 
anxiety behind a highly intellectualized # 
titude of scientific curiosity. 

But to the patient with his dependen 
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needs, emotional withdrawal is tantamount 
to rejection. The psychic pain that this 
gives rise to in an insecure patient may 
lead to a serious breakdown in his adaptive 
mechanisms. An example from recent ex- 
perience involves a 72-year-old man, a resi- 
dent in a home for the aged. A passive, 
clinging man, he suffers from bronchial 
asthma and a peptic ulcer. For several 
years he maintained a fairly comfortable 
adjustment with the help of a warm, ma- 
ternal nurse who occasionally fed him his 
favorite food—warm milk—but did not 
permit him to manipulate her unduly. 
Then an intercurrent illness forced his 
transfer to an infirmary and another nurse. 
He made an early bid for the same relation- 
ship with the new nurse but she was “too 
busy to pamper him.” He promptly devel- 
oped an alarming exacerbation of asth- 
matic symptoms which made the nurse 
busier than ever with oxygen and hypo- 
dermics. 

The emotional interactions between 
nurses and patients are of such moment 
that they can be ignored only at the pa- 
tient’s peril. 

I have tried to highlight something of 
the psychology of the patient, of the nurse 
and of their interactions as a unit. These 
principles, of course, apply to the patient 
with cancer as well as to patients with other 
illnesses, but the special problems of the 
cancer patient and of the nurse who treats 
him are worthy of further consideration. 

The idea of cancer in the public mind is 
intimately connected with the idea of pre- 
mature, painful and lingering death. 
Often, also, it brings to mind horrendous 
fantasies of being devoured from within, 
being eaten alive. Alone among the animals 
in the knowledge of his own death, man has 
always stood in fear and awe of it. Human 
thought cannot truly conceive of death be- 
yond the act of dying and wishful theories 
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about a spiritual life hereafter. Biologi- 
cally, the human machinery involved in ap- 
preciation of time stops with death, and 
since man can think only in terms of a 
present, a future and a past he cannot im- 
agine death. Yet for centuries men have 
attempted to come to grips with their fear 
of death and this was a preoccupation of 
artists, philosophers and theologians. Until 
a few decades ago death was close to every- 
one, with more babies dying than surviving, 
with a considerably shorter life expectancy 
and with premature death from infectious 
disease a commonplace. But now medical 
science has made a long life expectancy 
everyone's birthright. Interest in dealing 
with the fear of death has declined with the 
decline of art and the well nigh universal 
concern with science and technology. Now 
man expects and is expected to die quietly 
in old age without fuss or undue expense or 
prolonged suffering for his family. The 
armbands of mourning are fast disappear- 
ing. 

Thus our culture assists us in dealing 
with our fear of death by simply avoiding 
the subject. One of the most painful les- 
sons of childhood, along with the realiza- 
tion that one is not omnipotent, is the 
awareness of one’s own mortality. The 
sting is partially removed from this knowl- 
edge by the idea that death is a long way 
off, happening when one is very old. Since 
it is difficult for anyone to imagine himself 
as an old man, a comforting note of uncer- 
tainty is added to death. This rationalized 
avoidance of the knowledge of death is car- 
ried on into adult life to be only intermit- 
tently jarred by accidental death or death 
from heart attack. These deaths are mostly 
quick and unheralded. But cancer is quite 
another thing! For here is the popular 
idea, often unhappily true, of the death 
sentence—of certain death in the painfully 
immediate future. The recognition of this 


269 


knowledge as man’s supreme fear lies be- 
hind the whole idea of capital punishment. 
The real punishment is the agony of wait- 
ing for the set date. 

The intensity of the fear of death—or, 
more specifically, of immediately foreseeable 
death—varies from patient to patient. One 
may be more fully aware of it; another may 
be more successful in unconsciously hiding 
it from himself. Often other common fears 
associated with cancer consciously super- 
sede the fear of death. The fear of being 
eaten up by cancer becomes the adult real- 
ization of a host of long-forgotten childhood 
fears. Psychoanalytic investigations have 
demonstrated that cannibalistic fantasies 
are common in early childhood (2). The 
child fantasies biting or eating the frustrat- 
ing mother as an outlet for primitive ag- 
gression or as a means of making the parent 
part of himself, increasing his power by be- 
ing the parent as well as himself. By the 
principle of an eye for an eye, a tooth for a 
tooth, the child fears that mother will pun- 
ish him for such thoughts by eating him up. 
He works out these fears in fairy tales and 
nursery games in which the witch tries to 
eat the child but is finally thwarted. 

In this same vein, cancer is often seen as 
a punishment, with the patient crying, 
“What did I do to deserve this?” The 
adult idea of divine punishment for sinful 
thought or deed is an extension of the feel- 
ing of guilt and a continuation into adult 
life of the magical thinking of children. 
For example, a child whose mother is ill 
may be overcome with remorse because he 
is convinced that mother’s illness was 
caused by his angry thoughts about her. 

The cancer patient may be harassed much 


——$—$—$$—$ 
1] am particularly indebted to Dr. Eissler’s excel- 
lent work, The Psychiatrist and the Dying Patient, 
for many of those ideas discussed here that are per- 
tinent to the psychology of the dying patient. 
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more by the fear of mutilation or deformity 
than he is by the fear of death. This is by 
no means confined to cancer patients, a 
seen, for example, in wartime when soldier 
commonly express their preference fo 
death over the loss of a limb. Broad 
speaking, such fears are related to uncon 
scious masculine-feminine conflicts deriv 
ing from childhood fears of genital mutila 
tions as punishment for forbidden sexual 
thoughts. Beyond this, mutilation fears it 
cancer patients, although partly rooted in 
reality, are also partly rooted in the emo 
tional significance of the specific areas in 
volved. For example, a colostomy may i 
awaken all the old fears of mother’s rage dl 
defecation in the pants instead of the pol 
The loss of a breast in a lovely woman wht 
admires these evidences of feminine beaut 
may provoke a mourning reaction as if 
tense as if she had lost a loved relative. 

In addition to the fears and anxieties 
that accompany cancer are the reactions 0 
rage and depression with which many pe 
ple react to the knowledge that they havé 
cancer. Their bitter resentment at 
cruel fate which deprives them of 
work, their pleasures, their loved ones, 
tainly appears to be well justified by m 
reality. But there are those whose resell 
ment, beneath the surface of awareness] 
directed not at fate but at their own fami 
and friends who will live on after they ™ 
dead. a 

The depressions with which many P“ 
tients react to the knowledge that they 
incurable are probably the most painful 0 
the emotional reactions to cancer. The sti 
fering of despair and hopelessness 
scends any physical pain. Suicide is a 2% 
infrequent sequela of such depressions, M 
Eissler! has theorized that these self-destt™ 
tive acts are the culmination of a violen 
antipathy to a passive submission to dea” 
(8). Instead, the patient feels a trivmp’ 


over nature by determining for himself the 
time and method of his exitus. 

In recent years, medical and lay organ- 
izations have launched extensive campaigns 
of public education in an attempt to dimin- 
ish widespread fears and misconceptions 
about cancer. By now, most people know 
that an appreciable percentage of patients 
can be cured if detected and treated early 
enough. The patient who, out of igno- 
rance, ignored suggestive symptoms or de- 
layed examination until too late has been 
helped by this campaign. But many, many 
more indulge in delay or belittling of symp- 
toms not out of ignorance but out of fear. 
The magic thought is, “What I don’t know 
won't hurt me.” At a deeper unconscious 
level, delay may represent a seeking for suf- 
fering and death as atonement for real or 
fantasied transgressions. 

An unfortunate by-product of the cam- 
paign for cancer education is the number 
of people who are cancer-phobic, imagine 
every twinge to be a growth and go from 
doctor to doctor for reassurance. Nurses 
and physicians are often irritated by these 
patients and dismiss them as neurotics or 
hypochondriacs, using the words to convey 
contempt. Actually, such physical preoc- 
cupation is frequently the only outward 
sign of a serious depression or an incipient 
psychosis. 

The emotional problems confronting the 
nurse who takes care of the cancer patient 
depends, of course, upon the prognosis. 
The patient with a good prognosis, or even 
an uncertain one, will often respond to re- 
assurance and realistic measures for reha- 
bilitation from the nurse who can establish 
a warm and giving relationship. Those pa- 
tients with special personality problems 
who do not respond will more often fall 
into the purview of the attending physician 
or psychiatrist to treat. 

But the patient who is on the downhill 
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course of palliative x-ray and drugs, inter- 
mittent or terminal hospitalization, pre- 
sents a singular challenge to a nurse’s emo- 
tional capacity to help. The burden is 
thrust upon her, for she is the only member 
of the medical team who is in any sus- 
tained contact with the patient. If she can 
conquer her inclination to withdraw into 
starchy but impersonal efficiency in the face 
of her own anxieties about death, and meet 
the patient on a human level, she may 
render an immeasurable service. For how 
can you measure the value of a relatively 
tranquil last few months of life as against 
an equal time of despair, depression and 
overwhelming anxiety? The nurse may 
ask why she should have to take up such 
an awesome burden. What of the patient's 
family? It is true that there are relatives 
who are capable of giving such help, But 
more often the relative is so emotionally in- 
volved with the patient and with his own 
grief that he cannot be of any real assist- 
ance. It isa curious fact of mental life that 
the impending death of a loved relative in- 
duces unconscious resentment toward him 
(4)—tesentment for leaving the relative 
alone, for making him suffer the pain of 
mourning. The old resentments and mem- 
ories of ill-treatment of the dying one come 
up to plague the relative with guilt. He is 
so immersed in his own inner struggle that 
he cannot relate to the patient in a helpful 
way and is often more of a problem to the 
nurse than the patient himself. 

Fortunately there is a powerful psycho- 
logical force that comes to the assistance of 
the nurse in her task with the dying. This 
is man’s need to avoid the knowledge of 
his own death. This need is as old as man 
and has motivated all of the great philoso- 
phies and religions of the world. In the 
case of religion particularly, it has pro- 
vided the strongest argument to believe. 
For if one can believe in a life hereafter, 
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whether it be in the Judeo-Christian 
heaven or in the happy hunting ground of 
the American Indian, one can convince 
oneself of immortality and deny the painful 
knowledge of death. The nationwide in- 
terest aroused by the Bridey Murphy story 
is understandable in this context. If one 
has lived before, then one may expect a 
future reincarnation on familiar earth in- 
stead of in a questionable heaven, and 
death is again defeated. 

The techniques man uses for partial de- 
nial of the finality of death are varied and 
numerous. The political martyr may ac- 
tively seek his execution in his conviction 
of the right and immortality of his cause. 
The artist finds his consolation in the be- 
lief that he will live on in his works, the 
scientist in his discoveries, the politician in 
history. The less distinguished man tells 
himself that he will continue in his children. 
Techniques for partial denial probably ex- 
ist in every one. Many, however, are able 
to achieve complete denial of the knowl- 
edge of impending death in the face of in- 
controvertible evidence to the contrary. 
Consider the millions who went quietly to 
their death in the Nazi gas chambers, with- 
out resistance or revolt, in spite of the fact 
that they outnumbered their guards by 
hundreds to one. How fervently they must 
have wanted to believe that they were going 
to showers as they had been told. 

Many nurses are familiar with cancer 
cases who were totally oblivious of their 
diagnosis in spite of obvious evidences of it. 
Such cases have been reported even among 
physicians. 

I am indebted to one of my colleagues 
for his account to me of a case which dem- 
onstrates the ease with which one can help 
a suitable patient to achieve complete de- 
nial. A young lady came to his office in a 
panic, having just been informed by cancer 
experts that her pains were caused by an 
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inoperable recurrence of her previously op- 
erated malignancy. He studied her x-rays, 
conducted an examination and then d 
clared that the experts had been mistaken, 
that her symptoms were produced by a 
thritis. With the prescription of a regimen 
of treatment her panic dissolved and she 
spent the remaining months of her life in 
relative tranquility. 
The decision to inform a hopeless cance 
patient of his prognosis involves a heavy 
responsibility for the ensuing mental an 
guish. In my opinion, it is justifiable in 
only rare cases and should be avoided at 
all costs in patients with evidence of emo 
tional instability. 
Those patients who have completely de: 
nied the reality of their state and those who, 
although aware of it, are tranquil in th ir 
intense conviction of life after death present 
little emotional challenge to the nurse an 
she need be aware only of the injunction té 
do nothing to disturb their belief. But 
those who know that death is near becaust 
they have been told and those who, al 
though not told, sense it or half know i 
have vast needs for the understanding nurs® 
Even those who know are engaged in a st@ 
saw inner struggle either to deny the reai 
ity of their approaching demise or to miti 
gate it with some concept of continuation 
after death. At the same time, they fet! 
already set apart from the living and ho 
on the brink of despair. Despair and de 
pression often supervene when the feeling 
of emotional isolation is conclusive. In 
the words of the poet, “Sterben, ach sterbe 
muss ich allein” (Die, oh die must I alone): 
The nurse who can overcome her defeti 
sively mechanical approach to the dying 
patient and establish a warm emotioné 
bond with him can now help in sever 
ways. She can divert his attention to thos 
of his interests and activities from which he 
can still obtain even a modicum of pleasut™ 


This does not mean that she uses these di- 
versions as a way of changing the subject 
when the patient wants to talk to her of 
fears and death. For this is the time to 
listen sympathetically. To change the sub- 
ject is to damage the emotional bond and 


to frustrate the patient’s need to communi- ` 


cate and be understood. Through her con- 
versations with him, she can learn the par- 
ticular denial mechanisms he is utilizing 
and attempt to strengthen them. This 
strengthening is best accomplished with a 
minimum of words—a nod of agreement, 
a look of approval, a word of encourage- 
ment. An imaginative example of non- 
verbal strengthening of the patient’s denial 
is in the case reported by Dr. Eissler in 
which he sent as a gift to his dying patient 
a subscription to the next season’s concerts. 

To those patients whose religious beliefs 
happily aid their need to deny death the 
clergyman can be of powerful assistance. 
But for a clergyman or nurse to proselytize 
a dying patient with religious or philosophic 
beliefs that are unacceptable to him is an 
unfair assault upon his dignity. 

Finally, the nurse, unencumbered by the 
inner turmoil of the relatives, can show the 
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patient, quietly and simply, her own sor- 
Tow, sympathy and pity. To the patient, 
these feelings of the nurse will cement the 
emotional bond that banishes aloneness and 
despair. Though he dies, he feels that he 
does not die alone, that a part of the nurse 
in a sense dies with him. 

That the nurse should assist the patient 
in his denial of death and at the same time 
show her feelings at his approaching de- 
mise would seem to present a contradiction. 
But mental life is used to contradictions 
and the psychology of approaching death 
is characterized by them. 

If the nurse be successful in her arduous 
emotional tasks with the dying, she fulfills 
to the utmost the ideals of her profession. 
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HIRSCH LAZAAR SILVERMAN, Pu.D. 


The director of the National Education As- 
sociation’s research division sums up the 
matter of discipline in these words: “Any as- 
sumption that most of today’s children and 
youth are going to the dogs is a serious mis- 
take” (1). This conclusion by Dr. Lambert 
is based on the responses to a questionnaire 
mailed by the NEA toa stratified sampling of 
classroom teachers, in which teacher opinion 
on the topic of discipline was asked. But 
much that is psychological, scientific, objec- 
tive and technical in the area of discipline 
certainly needs expression, analysis, integra- 
tion and ultimately implementation. 

We know that in dealing with the admin- 
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Its psychological and 
educational aspects) 


istration of pupil personnel boards of educi 
tion have the authority, either expressed of 
implied, to make and enforce any rule oi 


which is not unreasonable (2). It should bé 
pointed out also that the authority of tt 
school board extends to the pupil while of 
the school grounds if the act in question ® 
such as to affect directly the discipline & 
good order of the school. It is well 
lished that a board of education may 
pline a pupil to the point of suspension 
expulsion for disobedience of reasonal™ 
rules and regulations. J 
But parents, adults everywhere, and evél 
teachers and school administrators are 10” 
deeply concerned over the kind of gene 
tion of children our schools are producing 
Pronouncements in the press, in magazine) 
in books, and by parents themselves 2% 
often strongly critical of the schools an6 


their effect on modern young people. The 
great confusion existing in the minds of 
parents and critics alike is owing in part 
to the change in the very nature of dis- 
cipline itself. Because the so-called rod is 
ceasing to be the symbol of authority, and 
punishment is no longer the basis or im- 
petus of school-boy effort, many people as- 
sume that discipline is disappearing. 

A school of psychologists believes that 
perhaps America needs more than anything 
else at this time a generation of parents who 
accept as fact that their most important 
business in the world is the raising of chil- 
dren with proper and appropriate disci- 
pline. Our life today is far more complex, 
more demanding and more mobile than 
ever before, and parents often unwittingly 
rush their children into the obligations and 
doings that are inappropriate for them, 
simply to satisfy the whim and wish of the 
parents themselves. This too causes lack 
of discipline and lack of control in the 
pupils later in life. 

Let us examine the area, problems, fac- 
tors and ramifications of the field of dis- 
cipline. 


What is discipline? Educationally and psy- 
chologically, Smith’s (3) definition is rather 
appropriate here, since its application is di- 
rect in most of our democratic classrooms: 
“School discipline is merely social control 
within the school group; it includes all the 
forces that mold attitudes and inspire con- 
duct of pupils. Its essence is that subtle 
thing called school spirit. Thus in every 
phase of school work, the problem of dis- 
cipline or social control must enter as part 
of the educative program, not incidentally.” 

In part, earlier concepts of discipline 
aimed to teach conformity and obedience. 
A pupil who questioned the word of a 
teacher was regarded as an upstart who de- 
served immediate and harsh punishment. 
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The teacher’s word was law, and failure to 
conform was punished by use of the hickory 
stick. 

Both the method and the aim of dis- 
cipline in today’s school are different from 
those of former years. Today the aim is 
to secure good order and socially oriented 
self-direction. Order which stems from 
purposeful activity will not always be “pin- 
drop” silence, but it will persist without 
adult control. When given an opportunity, 
children continually surprise adults with 
their ability to be intelligently self-direc. 
tive. 

Let us examine the matter objectively 
and in psychological terms. One important 
aspect of discipline in the schools today is 
that punishment is largely directed toward 
the symptoms of misbehavior instead of be- 
ing useful as a means of getting at the 
causes. The present view in psychological 
thinking leans in the direction of mental 
hygiene, i.e., that causes must be deter- 
mined before an attack on symptoms can 
be very successful. Authoritarian discipline 
often gets the desired result of conformity, 
but in far too many cases the tension takes 
some other form of expression. A teacher 
may get silence in the classroom upon de- 
mand, but the suppressed tension of the 
students finds vent in varied ways, e.g., in 
writing on the hallway walls or in defacing 
the desks. 

Psychologists feel that before an individ- 
ual pupil’s behavior is condemned harshly 
the causative factors in the social climate 
and the standards of the group should ‘be 
analyzed. Behavior patterns are acquired 
during the total learning situation and con- 
sequently an individual’s conduct cannot 
be judged apart from his social environ- 
ment. Discipline, instruction and environ- 
mental factors are interactive; in this, edu- 
cators are in agreement with psychologists. 
If the child is to acquire rational behavior, 
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he must have, as in other types of learning, 
the satisfaction of right responses and the 
related annoyance of incorrect responses. 
The type of activities from which a child 
derives his satisfactions certainly is an im- 
portant consideration in guiding his be- 
havior. The child who finds his greatest 
satisfaction from self-centered activities dis- 
plays a lack of social maturity. 


Misbehavior requires treatment and con- 
trol no less than physical illness. However, 
treatment that breaks down self-confidence 
in a child and makes him overly fearful of 
rebuke can seriously retard his educational 
and emotional growth. Disciplining by 
parents or teachers that creates constant 
fears and anxiety will inhibit children by 
stifling their natural tendencies to explore 
and to experiment. Certainly punishment 
at times is warranted, but if punishment is 
inflicted it should have a corrective value 
as well as provide the child with a sense of 
having learned something that will guide 
him in the future. Punishment should not 
be inflicted for its own sake, nor merely as a 
quick emotional flare-up in response to a 
particular act of bad conduct. 

Also, acquiring proper patterns of be- 
havior involves self-activity on the part of 
the learner. For children to be able to 
grow in self-discipline, they must have 
ample opportunity to secure this growth. 
Where children are working cooperatively 
under the guidance of a teacher to achieve 
goals they have planned to work towards, 
there is no thought of conduct except to 
determine the best method of achieving 
the group’s objectives. Discipline here is 
inseparable from teaching. Wholesome 
growth in discipline takes place as children 
gradually assume more and more respon- 
sibility (4). 

The teacher may well be concerned with 
the sum total of temperament, outlook and 
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habitual choice which involves the person- 
ality of the child, Children should be 
given the tools of analysis and should be 
given the opportunity to pass judgment on 
conduct just as they are given a basis for 
passing judgment on the merit of a piece 
of literature. Growth in proper behavior 
must be based upon the insights and under- 
standings of how individuals may become 
better judges of good and evil (5). 

If it is to be effective, discipline must be 
predicated on certain basic rules of conduct. 
If our future society is to be strong and 
sound mentally, emotionally, physically 
and educationally, parents and teachers | 
would do well to acquire fundamental 
knowledge and sound habits in the training 
of children. Regular hours of rest and 
sleep, coupled with wholesome food, are 
requirements not only of the home but of 
the school in its indoctrination of children. 
Parents must be consistent in their han- ~ 
dling of children, loving them yet being — 
firm, and must give of their time to explain 
the responsibilities of daily living. Dis- 
cipline is also based on proper home en- 
vironment, a home in which religion is 
made the cornerstone, not merely given lip 
service. This must, of course, include pat- 
ents who truly love each other and live 
together in mutual respect. Discipline of 
children also requires a father who feels 
his responsibility for participating in the 
training of the child, in all possible ways. 


In diagnosing children’s behavior the 
teacher must come to recognize the part 
that emotional factors play in determining 
human conduct. Many of the important 
decisions made by our pupils, particularly 
by the more immature among them, are 
largely on an emotional basis. Fundamen- 
tally, the function of education is to lead 
the child toward greater mental maturity 
and thereby assist him in making more of | 
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his decisions on a rational basis. Yet one 
who takes a realistic view of human be- 
havior cannot fail to recognize the critical 
impact of the emotions upon conduct. 

The child needs practice in learning to 
behave appropriately in various situations. 
It is no more reasonable to assume that er- 
rors in behavior may be eliminated by ver- 
bal instruction alone than it is to expect 
that errors in grammar may be eradicated 
so easily. Only as the child is presented with 
numerous opportunities for correct action, 
together with an understanding of its real 
meaning, does he learn to behave in a 
better manner. He then must practice con- 
tinuously so that acceptable behavior be- 
comes more or less automatic and habitual, 
even involuntary. 

Another important psychological princi- 
ple is this: Only when the individual under- 
stands the implications of his acts do they 
become significant and aid in his character 
development. When the teacher acts merely 
as a censor for outward mannerisms, she 
thwarts the child’s growth in accepting 
moral responsibility for his actions. The 
teacher should play the role of stimulator to 
tight behavior, rather than critic. Cer- 
tainly learning to behave properly is among 
the most complex of all learnings. It is 
achieved only by constant effort. Children 
need guidance, not dictation, in establish- 
ing habits of good conduct. 

Many factors and conditions influence 
child behavior. In order to understand 
and direct a child’s behavior in an intelli- 
gent manner, the teacher should recognize 
that individual behavior is in part the result 
of many forces in the community. Some of 
these forces are economic; others derive 
from the standards of conduct of other 
children and adults. Particularly signifi- 
cant in the thinking of the child and his 
Overt behavior are the standards of values 
held by the children of the group with 


Discipline 


SILVERMAN 


whom he associates. Where a community 
sets wealth as a standard of personal value, 
a child’s acceptance by various social levels 
or units may be mainly (and unfortunately) 
on an economic basis. Even if he has a 
sound personality, possesses qualities of 
leadership and is able to gain admittance 
into the so-called exclusive circles, he may 
still be confused in his thinking and even 
be handicapped in his activities. The point 
we are making is, nevertheless, that the 
teacher has the responsibility of assisting 
pupils in the developing of a sound set of 
values. 

Studies of children enrolled in schools 
reveal that too many are handicapped by 
serious defects or illnesses. Many more 
have minor defects. It is to be remembered 
that problems of behavior may often be 
traced directly to the child’s physical handi- 
caps. Even feelings of physical inadequacy 
result in social maladjustment and acts of 
misbehavior. This is particularly true if 
the handicap is serious enough to prevent 
the child from taking part in gym work or 
sports. 

Many factors account for restlessness in 
children. Malnutrition, poor vision and 
defective hearing contribute to poor 
achievement and the child then is irritated 
with the school situation. The teacher 
should not be too quick to punish, and 
should be able to recognize signs of malnu- 
trition and of possible mental and physical 
fatigue. 

Just as the teacher should understand 
child behavior, she should recognize the 
basic needs of her pupils. Every child 
needs to have feelings of security, a sense 
of belonging and a growing realization of 
adequacy or success. If he does not satisfy 
these needs in some part at least, his need 
for satisfaction may manifest itself in nega- 
tive behavior, at school and in the home. 
Emotional blocks may even develop in a 
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school situation in which the child is sub- 
jected to strongly rigid requirements of 
conduct. 


Essentially, the so-called “problem child” 
may often be the product of heredity rather 
than environment. New findings in human 
genetics may in time nullify the prevailing 
tendency to blame all defects in person- 
ality on a child’s early environment and 
conditioning. According to some teachers 
and other adults who work with delinquent 
and seriously undisciplined children, too 
heavy a burden of blame and responsibility 
is often placed on the parents of children 
who were supposedly “just born that way.” 
There is mounting evidence that heredity 
produces degrees of susceptibility or resist- 
ance to innumerable traits and character- 
istics which often are regarded as purely 
environmental. These children who are 
delinquent may have been born with tend- 
encies which incline them much more than 
other children to abnormal behavior or 
functioning. In fact, psychological think- 
ing would prevail upon teachers, parents 
and adults to avoid calling everything “en- 
vironmental” or “psychosomatic” or “‘con- 
ditioned.” Needless to say, then, the great- 
est and most immediate hope of the field of 
education should be in reducing human de- 
fectiveness in whatever area and also in im- 
proving environmental factors. 

: The seriousness of behavior difficulties is 
often determined by the mental maturity of 
the individual. A child of low intelligence 
is often susceptible to the suggestions of 
other persons and might find himself in a 
behavior situation without discriminating 
as to the seriousness of the difficulty or its 
implications. But many problems requir- 
ing discipline often arise among children 
of high intelligence, too. If the school situ- 
ation fails to present a challenge for the 
bright child to exercise his mental abilities, 
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boredom and restlessness may cause 
misbehave. 

Parents can learn a lot about d 
with their children’s behavior by bec 
familiar with disciplinary lesson: 
every teacher is expected to know. 
object of discipline is to help an indi 
to do what is expected of him; and 
child is to do what is expected of him 
must first be helped to understand ti 
goals and limitations. Children need” 
security that comes from feeling there i 
guide, a protective authority that 
watch over them. Basic to good dis 
also is the function of helping the chil 
velop a feeling of personal worth. 
good teacher and the good parent shou 
provide the kind of discipline all child 
need; that includes, among other thin 
giving the child a limited area in which) 


how the problems of living call for c 
kinds of behavior. 
Let us not overlook this fact, namely, th 
a child’s behavior is greatly influenced | 
his home environment. The standar 
conduct of his parents are usually refl 
in the child’s acceptance or rejectio 
their behavior patterns. Discord in 
family resulting from parental differ 
over the severity or the methods of pu 
ment often results in confused and ir 
sistent child behayior. Bickering and 
ments in the home are conduc 
emotional disturbances in the child. 
presence in the home of a more talentet 
a more gifted brother or sister, or a fayOU 
child, may cause deep resentments on 
part of the child less fortunate or 
favored. The child of an immigr: 
foreign-born family which may have 
subjected even inadvertently to acts 
crimination in the community may bë 


able to make a satisfactory adjustment to 
‘school life. The rather important point 
here is that, even if it may be necessary at 
times to correct a pupil's actions immedi- 
~ ately, the teacher has the responsibility to 
_ search for and, if possible, to find the causal 
= factors of misbehavior. 
Estes (6) states: “After punishment is ad- 
ministered the effect on the organism is to 
produce an inhibition of behavior.” Al- 
though a teacher may prevent a pupil from 
sucking his thumb by shaming him, the 
_ teacher may not notice that the pupil’s 
insecurity may now show itself in his with- 
drawal from the groups in which the 
teacher works, Repressions may serve the 
_ needs of teachers at times, but does not help 
the child to become more self-directing. 
Study of the psychology of the school 
group reveals many factors contributing to 
anti-social or unsocial conduct of individ- 
ual pupils. In an analysis of the structure 
of the school group, Sheviakov and Redl (7) 
Suggest six factors which may cause unde- 
sirable individual conduct. The following 
is an adaptation of their viewpoint: 
j 
_ Dissatisfaction in the work process. The 
subject matter may be too easy to challenge 
_ the abilities of the students, thereby caus- 
ing them to seck other outlets; or the sub- 
ject matter may be too difficult and produce 
J student indifference or irritation. Also, as- 
Signments may be poorly planned. 


‘motional unrest in interpersonal relations. 

ensions growing out of strong friendships 

r animosities among pupils may supersede 

ork interests. Competing cliques may be- 

me emotional disturbances. Clashes of 

Personality between pupils and teachers 
Often result in serious maladjustment. 


Disturbances in group climate. By the 
‘erm “group climate” Sheviakov and Redl 
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mean the basic feeling tone which under- 
lies the life of a group, the sum total of 
everybody's emotions toward each other, 
toward work and toward the organization. 


They give the following examples of differ- 
ent types of group climate: 


Punitive climate: One in which pupils are 
accepted or rejected on the basis of the 
teacher’s behavior code. 


Emotional blackmail climate: In this situa- 
tion the children develop a strong emo- 
tional dependence upon the teacher and 
there is strong rivalry between the children 
who conform and those who are not close 
to the teacher. 


Hostile competition climate: Everybody is 
whipped into competition with everybody 
else. The result is extreme uncooperative- 
ness among members of the group. 


Group pride climate: In its extreme form, 
feelings of group vanity and conceit may 
result. The individual who does not meet 
all the requirements of group loyalty may 
be made an outcast subject to group perse- 
cution. 


Mistakes in organization and group leader- 
ship. During the period of adolescence 
there is need for the gradual emancipation 
of the child from adult domination. Some 
of the features of the school organization 
which disregard this need of youth are too 
much autocratic pressure, too much organ- 
ization, and group organization out of focus 
with the age, maturity, background and 
special needs of the group. : 


Emotional strain and sudden change. A 
member of a group may become unduly ex- 
cited about examinations, athletic contests 
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or community events. Sudden changes in 
behavior requirements, techniques and 
leadership frequently result in emotional 
upsets of both individuals and group. 


The composition of the group. Frictions 
and discipline problems may develop un- 
less children are grouped on the basis of 
criteria relevant to group life. 


Parents and teachers sometimes place too 
much faith in the rational process in trying 
to get across to children the importance of 
certain rules of behavior. There are times 
when the adults should simply say to chil- 
dren that a rule must be insisted upon only 
because the adult knows better what is 
good for the child. The democratic way is, 
of course, vital in working with children, 
but we must not make the mistake of think- 
ing that children will follow rules and regu- 
lations just because they have been care- 
fully explained and discussed. Discipline 
cannot be totally permissive; yet ruling 
children haphazardly through fear and 
punishment can be damaging. Within a 
framework of adult-set limitations and con- 
trols, the child must still have freedom to 
make mistakes and to experiment, for only 
in this way can he develop the inner con- 
trols necessary for self-discipline. 

To be sure, the amount of freedom suit- 
able for a child depends upon the child’s 
age and maturity. The ideal situation in 
terms of discipline is one in which areas of 
freedom are inconsistently widened over 
the years. Also, an atmosphere of love and 
acceptance is the first essential for helping 
children grow in self-discipline. Along 
with conditions stimulating to free action, 
there is a need for careful organization of 
the child’s life at school; as children grow 
and mature, they should take increasing 
responsibility for helping to establish their 
own limitation and rules. In many situa- 
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tions in a child’s life, however, the teacher, 
the parent, the adult generally, must as 
sume final responsibility; and in such situa 
tions, vagueness or confusion make for poor 
discipline. 

We feel that all pupils should not be 
disciplined in the same manner. The shy 
pupil may well be treated kindly while the 
deliberately mischievous child may require 
more vigorous methods of control. There 
is certainly need at times for placing re 
straints upon the activities of individuals 
and groups of children but the manner in 
which the restraints are imposed is espe 
cially significant. There are a few basic 
considerations which teachers may find 
helpful in preventing individual violations 
of good behavior. Bernard (8) lists several 
of these, again keeping in mind that mental 
hygiene is the basis of good discipline. 


Teachers must understand the nature of 
children. It should be remembered that 
growth takes place on uneven fronts; be 
cause pupils may have gained independ- 
ence in one area does not necessarily mean 
that they can reasonably be expected to be 
independent in all activities. The degre 
of pupil control usually varies with the 
situation. It is natural for children to dé 
sire freedom of movement; to restrict this 
freedom unnecessarily or injudiciously 1$ 
to ignore one of their innate drives. The 
teacher should recognize the individuality 
of each child. Every child is unique aní 
the teacher should understand this just ® 
she understands that every pupil's learning 
interest varies. All pupils cannot be forc 
into any one particular kind of mold, ™ 
tellectually, academically, emotionally: 


Strict domination should be avoided. while 
there must be order underlying productive 
work, the lock-step procedures all too oft? 
used in classrooms do not bring about © 


A 


tinuously productive activity. Work done 
under compulsion develops a distaste in the 


pupil. 


Discipline should be appropriate and con- 
sistent. Appropriate discipline takes into 
account the individual, the time, the total 
situation and the degree to which the be- 
havior differs from the individual’s typical 
responses. As to consistency, one should 
not overlook a given response at one time 
and deal with it decisively and abruptly at 
another time. 


Shaming, sarcasm and ridicule should be 
avoided. Any procedures which belittle an- 
other person may tend either to undermine 
his own sense of worth or to stimulate re- 
sentments that are destructive to a cheerful 
classroom atmosphere. When sarcasm and 
ridicule are used, it is not likely that the 
child will get the security needed from the 
feeling of companionship with his teacher, 
his school and his fellow students. Any 
words or actions which undermine his feel- 
ing of personal worth must be strongly con- 
demned from the standpoint of good dis- 
cipline. 


Pupils should be kept busy with interest- 
ing tasks. If the child is interested in his 
work there will be less need for imposed 
discipline. Busy and interested pupils have 
no time for acts that could keep them from 
reaching their objective. 


A good adult example should be set. Much 
behavior is learned by direct imitation and 
much by unconscious imitation or sugges- 
tion. Pupils try to imitate their admired 
teachers. Especially in high school, boys 
and girls consciously aim to pattern their 
behavior after teachers whom they have se- 
lected as heroes. Because of this, a teach- 
er's attitude toward aspects of discipline 


Discipline 


SILVERMAN 


(lying, cheating, work habits, etc.) has direct 
influence on the conduct of his students. 
Not only the words he speaks but the atti- 
tudes he reveals may be taken as models by 
the pupils. 

Friendliness, fair-mindedness and respect 
for others—or suspicion, jealousy and big- 
otry—are learned from one’s intimates. 
This does not mean that a teacher has to be 
perfect. If a teacher cannot always be a 
sound example of self-discipline, he or she 
can at least make a consistent effort to grow 
better toward self-control. 


Seek the cause of misbehavior. At times a 
student does something just because he can 
get away with it, but usually misbehavior 
is generated by some tension or deprivation 
felt by the child. 


Have confidence in self and pupils. Auto- 
cratic procedures by the teacher are likely 
to grow out of personal feelings of insecur- 
ity. The teacher may demand strict con- 
formity because of the fear that things will 
get out of hand; he must be confident that 
the pupils are capable of assuming respon- 
sibility. Children enjoy living up to ex- 
pectations. If they know mature conduct 
is expected, they will strive for it; but if 
they know the teacher suspects them of in- 
competence, it will not likely hurt their 
feelings to show the teacher that he or she 
is right. 


Use reasoning. Understanding is necessary 
to self-discipline. The teacher has the re- 
sponsibility of explaining to erring students 
the reasons for rules and regulations in gen- 
eral and the reason for a specific require- 
ment in a specific case. This reasoning 
should take place when the teacher is emo- 
tionally calm. If reasoning is attempted at 
a time of emotional stress, there is too great 
a likelihood that what is said will degener- 
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ate into wrangling, even nagging. Teach- 
ers should not expect youngsters, even of 
high school age, to understand their own 
motivation; it is therefore not very practical 
to try to reason with them by asking, “What 
makes you do this?” Too often, the pupil 
honestly does not know the answer to such 
a question. It is better psychology to try to 
have the pupil place himself in the situa- 
tion of another, Try to get him to see how 
he would feel on the receiving-end of the 
very behavior in which he has been indulg- 
ing. 


Authority must be positive. In many 
schools pupils participate in the making of 
disciplinary policy and share in carrying 
out the policy. However, the teacher is 
accountable for classroom conduct. Spe- 
cialization carries with it authority that can 
be and should be used constructively. 


Provide for substitute behavior. Instead of 
forbidding the child to interrupt what an- 
other is presenting in class, the teacher may 
ask him to wait his own turn and then 
make some thought-out contribution (9). 
Instead of telling him only that he must 
study, the teacher should make an attempt 
to discover why he is not interested in the 
project and help him find some aspect of it 
that will challenge him. Providing substi- 
tute activities is not being educationally or 
psychologically “soft.” Rather it is recog- 
nition of the fact that behavior is caused; 
that the ultimate aim of discipline is self- 
direction; that growth is an individual 
process; and that a mature individual must 
get along without constant supervision. 


Discipline should be democratic. Demo- 
cratic discipline has a triple advantage. It 
is in accord with the objectives and prin- 
ciples of our society, and thus provides 
preparation for more effective adulthood. 
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It tends to capitalize on individual assets, 
and thus provides a means of stimulating 
growth toward independence and self-direc 
tion. And it lessens the chances of generat 
ing habits and tensions that are harmful to 
mental health. 


Wholesome discipline can be developed 
when the teacher's direction is not only pos 
itive but also cooperative, fair, consistent | 
and attentive to individual differences. 
Such discipline depends on teachers who 
have a thorough knowledge of growth prin 
ciples in general and an appreciation of the 
specific causes of behavior in terms of the 
school and out-of-school backgrounds of 
individuals. 

Too often discipline is thought of in the 
school only. Essentially, discipline must 
have its impetus and origin in the home | 
Only those children with parents or guardi: 
ans who are themselves well disciplined 


parents who preach one thing and do air 
other, however. Discipline of children re | 
quires parents who are honestly interested, 
in their children’s activities; who try 19 
find out what the natural interests and at 
tivities of their children are; who encout } 
age their children to discuss problems with 1 
them; and who try to help their children t0 
find opportunities for development of thos 
aptitudes and interests that the children i 
too, at the time, feel to be important in 
their lives. Basically and fundamentally; 
disciplined parents will have disciplined § 
children if they encourage their children 


to accept responsibility and allow them to 
share consistently and intelligently in fam- 
ily planning within the family group. 
Those of us concerned with the entire 
field of discipline and its psychological 
implications should realize that there are at 
least a number of aims of education that 
we should strive for in the foreseeable fu- 
ture. Not only psychologists but teachers 
working directly with pupils of all ages may 
well give much thought and planning to 
teaching children to be critical observers 
and listeners. Children should learn to live 
and work together harmoniously. They 
should be taught functioning skills in such 
academic subjects as reading, writing and 
arithmetic, to help decrease the possibility 
of delinquent action and behavior in later 
years. They should be taught how to seek 
facts and to find answers. They should 
understand human geography; they should 
develop a thorough understanding of the 
peoples and cultures of the world, however 
different and varied they may be from their 
own. Children should be taught to adjust 
to change without fear. They should learn 
to express themselves clearly in order to 
communicate with others. They should 
learn to respect leadership and learn to re- 
gard authority not with defiance but with 
Sufficient respect for the experience, the 
training and the knowledge that proper 
leadership requires. They should be en- 
couraged to meet their fullest potential; 
they should not just learn to read, for ex- 
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ample, but learn to read as well as they are 
capable of reading. Finally, they should be 
taught by parents, teachers and other adults 
to develop a sense of responsibility to each 
other in their roles as citizens of the com- 
munity. 
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GORDON J. ALDRIDGE 


The influence of Freud 


In a brief consideration of Freud and social 
work one faces the dilemma of selection; 
his influence has been pervasive and persua- 
sive. Of the three basic social work proc- 
€sses—case work, group work and commu- 
nity organization—case work is the one 
which most directly sought and responded 
to psychoanalysis as a theoretical frame- 
work, a treatment system and an intellectual 
movement. Hence this paper, while at- 
tempting to reflect Freud’s impact on a 
profession, will be specifically concerned 
with his influence on social case work. 
Although professional social work is gen- 
erally considered a twentieth century and 
primarily North American phenomenon, it 
loses perspective if seen outside the histori- 
cal framework of social work and the social 
sciences on this continent and in Europe. 


— 
Dr. Aldridge is professor of social work at Michigan 
State University. His paper was presented at a 
symposium on Freud and the social sciences, held in 
November 1956 as part of the university’s Freud 
centenary program. 
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on social work 


Some form of meeting social and personal 
need has probably been with us as long as 
men have lived together in groups. From 
more or less well-intentioned efforts to tem- 
per human distress, social work has emerged 
as a professional activity through which 
communities seek to give help to those in 
need in a purposeful and enlightened way. 
Until the last hundred years the church 
remained the chief source of this helping 
function, as reflected by the work of St 
Vincent de Paul in the seventeenth century 
and of Frederick Ozanam in the nineteenth. 
The emphasis throughout was on a ki 
but somewhat repressive giving or with 
holding of help to the “worthy,” and the 
help was largely confined to material goods: 
The indiscriminate giving of alms seem 
to increase rather than reduce the prob 
lems arising out of rapid industrial expa™ 
sion. The Elizabethan Poor Laws had at 
tempted to bring order out of the chaos 0f 
public relief, but it remained for the Ge 
man community experiments of the eigh 
teenth and nineteenth centuries to develop 


the beginnings of an organized system of 
private welfare. By 1869 this system had 
reached England and was incorporated in 
the Charity Organization Society. The way 
had been prepared by the work of such 
people as Thomas Chalmers and Octavia 
Hill, who began to call attention to the 
need for individualization in social prob- 
lems. Octavia Hill (1), sometimes referred 
to as the first case worker, said: “Alleviation 
of distress may be systematically arranged 
by a society; but I am satisfied that without 
strong personal influence, no radical cure 
of those who have fallen low can be ef- 
fected.” 

The Charity Organization Society, also 
established in the United States a few years 
later, was a crucial development in the his- 
tory of social work. In addition to. its 
functions of coordination and investiga- 
gation, it helped to underline the growing 
concern with the theory and practice of 
personal service and responsibility. The 
case workers (or friendly visitors) spoke of 
personal influence rather than relationship, 
but they recognized that the feeling between 
the visitor and the person being helped 
was of some importance. This was also the 
period in which there was beginning rec- 
ognition of the need for some formalization 
of knowledge and training, and some con- 
cern with the perplexing fact that different 
people behaved differently in similar situa- 
tions. 

With the turn into the twentieth cen- 
tury, social work moved into what has been 
termed the sociological stage. There was 
increasing concern with the kind of social 
order in which man lived and a growing 
conviction that man’s life experience was 
environmentally determined. Hence, mod- 
eration of the environment was considered 
the answer to social difficulties: place the 
child, change the job, move the family, even 
break up the home. Classification was a 
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major goal, and was applied to problems, 
causes and treatments. For a time there 
was a movement away from individualiza- 
tion, and persons in need of help were dealt 
with largely in terms of their category of 
distress. The plan for assistance was often 
one worked out by the worker, and the 
client was considered “uncooperative” if 
he did not follow it. 

There were, too, certain strengths emerg- 
ing from these experiences. The family was 
identified as the vital social unit. The 
importance of knowledge about people and 
their behavior was recognized. And, al- 
though the knowledge of dynamic psychol- 
ogy was limited, the existence of intra- 
psychic factors was recognized although 
their modification was thought to be best 
effected environmentally. 

These early years of the twentieth cen- 
tury were marked also by important dis- 
coveries in the fields of medicine, psychol- 
ogy and sociology. Social work was 
beginning to move beyond the confines of 
the social agency and into working rela- 
tionships with other disciplines, notably 
medicine and psychiatry. 

The sociological and environmental ap- 
proach was reflected at its best in Mary 
Richmond’s definitive book, Social Diag- 
nosis (2), the first systematic and scholarly 
written statement of the philosophy and 
techniques of social case work. She under- 
stood individual differences, although the 
understanding was sociologically rather 
than psychologically oriented. Her discus- 
sion of the offering of professional help to 
persons in need is still pointed. She spoke 
(3) of “processes which develop personality 
through adjustments consciously effected, 
individual by individual, between men and 
their social environment.” 

While the publication of Social Diagno- 
sis in 1917 marked an important formula- 
tion of existing knowledge, World War I 
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provided a testing ground for new theories. 
Psychiatry and social work were both in- 
volved in the problems of adaptation to 
military life and, later, to postwar reac- 
tions. Social workers, already suspicious 
that environmental manipulation was not 
enough, grasped the opportunity of learn- 
ing more about emotional factors in human 
behavior. By the 1920's the concept of the 
unconscious mind and its part in the mo- 
tivation of behavior had enlarged the social 
worker's horizon to the extent that the cli- 
ent’s continuing material needs were some- 
times relegated to secondary concern. 

The new psychology was not specifically 
Freudian. As Virginia Robinson (4) has 
stated, there was “indiscriminate interest in 
any new psychological theory on the part 
of case workers.” From study of the emo- 
tional implications of other relationships, 
social workers concluded that the profes- 
sional meeting of client and worker also 
must have considerable meaning. This was 
recognized in 1928 at the Milford Confer- 
ence (5) when, in discussing “social case 
treatment,” the group said: “The flesh and 
blood is in the dynamic relationship be- 
tween the social case worker and the client 
++. 3 the interplay of personalities through 
which the individual is assisted to desire 
and achieve the fullest possible develop- 
ment of his personality.” 

Although Jessie Taft discussed the “trans- 
fer” in relationship several years earlier (6), 
it was not until the 1930’s that psycho- 
analytic understanding of the significance 
and therapeutic use of relationship was 
given substantial attention by social 
workers. 

Then came what has sometimes been 
termed the era of rampant Freudianism, 
or the psychiatric deluge. With growing 
acceptance and incorporation in its tech- 
niques of the dynamic teachings of Freud, 
psychiatry was going beyond the walls of 
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the mental hospital into the community. 
It became more concerned with helping the 
person in his adjustment to life than with 
classifying his illness. Social workers, fam: 
iliar with the frustrations of attempting to 
help persons with emotional problems, rec 
ognized that psychoanalysis offered a body 
of knowledge and a treatment system. They 
could readily identify with this new 
phasis and for some the identification led 
to a diluted kind of psychoanalysis as case 
work procedure. Emphasis on the emo: 
tional content of what were loosely defined 
as social problems led to such a swing away 
from the sociological orientation that the 
environment was almost forgotten. Al 
though the agencies continued to give ma- 
terial assistance, this was looked upon as an 
appendage rather than a positive part of the 
helping process. The practice of passive |, 
case work, in which the worker was merely - 
a vessel or sponge for the cathartic flow 
from the client, flourished until it became 
evident that neither the new knowledge nor i 
the expression of feeling from the client 
had much value unless the worker took an 
active or catalytic part. 
The depression of the thirties arriving | 
about this time had a profound effect, with 
its reminder that the environment is of 
great importance and that the “inner” and 
“outer” man is one indivisible man. De | 
spite the handicap of heavy case loads, two 
basic facts became clear: man’s feelings 
behavior are influenced by his social sut- 
roundings and economic status 
equally, his feelings and his established pag 
terns of behavior influence his choice % Ñ 
method for dealing with his social sul iy 
roundings and economic status. Man, then, 
could have problems that are internal oF 
external and would react to them intellec- 
tually, emotionally and physically, but 
neither his problems nor his reactions t0 P 
them could be put into watertight com 


partments and labeled—his environment af- 
fects his feelings and his feelings affect his 
environment (7). 

The years since 1940 are sometimes re- 
ferred to as the generic stage because they 
represent not only the bringing together of 
knowledge gained from the biological and 
social sciences but also the bringing to- 
gether of the common denominators of dif- 
ferent areas of social work. There has 
been a tendency for greater objectivity in 
social case work practice, characterized by 
more selective use of Freudian theory and 
of concepts from allied disciplines, particu- 
larly cultural anthropology. While this 
has led to a lessening of intensity in Freud- 
ian discipleship, it has contributed to more 
appropriate and focused application of psy- 
choanalytic principles. The case worker 
deals with problems of intrapsychic con- 
flict, but by relating treatment constantly to 
the realities of day-to-day living. The 
therapeutic goal in social case work is two- 
fold: to reduce pressures in the environ- 
ment and to fortify the client to bear pres- 
sures. The general aim of treatment, then, 
is to reinforce the person’s ability to find 
suitable solutions to his problems and to 
Operate on a more mature and effective 
level. The case worker, aware of the inter- 
play between social and personal factors af- 
fecting the individual, seeks an integrated 
approach to the problems of social adjust- 
ment. Diagnostically, he seeks to gain an 
estimate of the kind of personality struc- 
ture, of the individual’s current capacity to 
function and of the motivating forces in his 
behavior. These provide a basis for deter- 
mining the kind of help that can be ap- 
propriately offered. 

Perhaps the outstanding contribution to 
social work practice during the last 25 
years has been the development of psycho- 
analytic principles as the theoretical base 
of the case work process. Some have re- 
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jected or sharply modified certain of these 
principles—for example, the functional ap- 
proach within the University of. Pennsyl- 
vania School of Social Work—but even here 
the Freudian formulation provided the 
basic structure. The content drawn from 
psychoanalytic theory which has been in- 
corporated into generic social case work 
theory has, through time and experience, 
been adapted to meet the needs of persons 
served by social work agencies. Four broad 
contributions from Freudian theory have 
been suggested as being of primary impor- 
tance (8). 

First, the body of knowledge deriving 
from a dynamic approach to the develop- 
ment of personality, and particularly the 
importance of experiences in infancy and 
early childhood, has revolutionized social 
case work practice. The significance given 
interpersonal relationships as well as other 
social and environmental factors has served 
to alter the entire nature of the social case 
work function. In an intuitive way social — 
work, with its stress on the importance of 
the family as a group, anticipated the im- 
portance of the psychoanalytic view in this 
area. 

A second contribution identifies the help- 
ing person as a variable in the helping 
process. The acceptance of the necessity 
for continuing self-scrutiny on the part of 
the helping person is crucial in the devel- 
opment of the professional self. 

A third, related to the second but quali- 
tatively different, has to do with what hap- 
pens between two persons when one is 
receiving and one is giving help. The im- 
portance of relationship was known to so- 
cial workers before the advent of psycho- 
analysis, but this new knowledge permitted 
clearer understanding of its elements and 
greater ability in its controlled use. The 
relationship became recognized as the me- 
dium through which the client is enabled 
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to find new ways of considering and coping 
with his problems and himself. Within 
the case work relationship, understanding 
of the concepts of transference and resist- 
ance was fundamental. Psychoanalytic 
theory substantiated what social case work- 
ers had observed in practice, namely, that 
what happens between two persons in a 
helping relationship is appropriately dif- 
ferent from what happens between two per- 
sons in other relationships. 

A fourth contribution, basic to the pre- 
vious three and the cornerstone of Freud’s 
whole philosophic structure, is the concept 
of unconscious motivation. The new 
Knowledge about the implications of the 
unconscious helped to give systematic mean- 
ing to social workers’ earlier observations of 
unexplained and irrational behavior. They 
could see that they might need to help the 
client to identify previously unrecognized, 
and perhaps unacceptable, ideas and feel- 
ings. Although the case worker deals es- 
sentially with accessible memories and 
feelings, he is constantly concerned with 
derivatives of the unconscious, 

Freud’s detractors and dissidents have 
been many. However, in the field of social 
work, particularly social case work, it is 
difficult to identify a comparable influence. 
An enduring contribution has been the 
stimulation to question and to progress be- 
yond existing knowledge, including that de- 
veloped by Freud. Social work is consider- 
ing critically and selectively contributions 
to its body of knowledge and methods from 
all disciplines, including Psychoanalysis. 
At the same time, it has been building a 
body of knowledge and a methodology in- 
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creasingly its own. Nonetheless, its indebt- 
edness to this most provocative of thinkers 
and scientists cannot be minimized. In 
this, social work is not alone. As Dr. Paul 
Federn (9) puts it: “Freud’s work was a con- 
tribution to the common task of all sci 
entific professions which deal with the 
human mind and the human personality; 
it is dedicated to the whole of mankind.” 
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MIGRATION AND 
MENTAL DISEASE 


A Study of First Admissions to Hospitals 
for Mental Disease, New York 1939-1941 


By Benjamin Malzberg 
and Everett S. Lee 


New York, Social Science Research Council, 1956, 
142 pp. 


This monograph is statistically a very care- 
ful piece of work, and one feels that its con- 
clusions are sound. The figures definitely 
show that the rates of admission during the 
years studied were much higher for mi- 
grants than for non-migrants. Depending 
upon the definition of migrant that was 
used, the differential varied from 100% to 
300%. This increase in admission rate was 
defined for three groups of psychoses which 
were separately examined, namely, de- 
mentia praecox, manic depressive, and psy- 
choses other than dementia praecox and 
Manic depressive. The materials also made 
it possible to infer that the psychosis rate 
for those having cerebral arteriosclerosis 
and senile psychosis was also higher among 
the migrants than the native-born. 

The second conclusion warranted by the 
Study was that the rates of first admissions 
for the three groups of psychoses was defi- 
nitely higher for recent Eiai than for 
earlier migrants. 

In assessing their findings the authors 
make the point that the New York statistics 
which they used may be to some extent atyp- 
ical because the facilities in New York State 
allow for immediate admission whereas in 
Other states from which the migrants came 
lack of facilities would keep them in the 
Population for a longer period of time, so 


that their age on admission in those states 
would therefore be greater. Another point 
of caution is that there is a higher propor- 
tion of migrants living in urban areas than 
in rural areas, where the disturbed indi- 
vidual is easier to keep at home and indeed 
retains his usefulness in the community 
longer than he does in an urban setting. 

A third point made by the authors— 
and one interesting to speculate about— 
is that perhaps the very factors which moti- 
vate an individual to migrate may also re- 
sult in mental disease; or, put another way, 
the early stages of mental disease may be 
accompanied by migration. 

A fourth reservation is this: the authors 
feel that the State of New York is atypical 
because it contains the City of New York, 
where assimilation may be very difficult. 
The reviewer is inclined to feel, however, 
that the melting pot that is New York City 
should present areas in which the migrant 
would find it easier to adjust than in many 
other parts of the United States because 
there he finds people from his own back- 
ground and can thus make a more gradual 
transition—or, in fact, if he is motivated 
not to make a new adjustment, he can live 
to a great degree as he did in the “old 
country” from which he came. I would 
think, however, that an exception to this 
would be the southern Negro who goes to 
New York City and finds a culture very 
different from that from which he came. 

The monograph is valuable because it 
seems to this reviewer to show in an accu- 
rate, statistical way that there is a relation- 
ship between social pressures and mental 
illness. As the authors suggest, much more 
work needs to be done to explore more in 
detail the effects of the vairables that go 
into the pressure factors that have been 
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studied, Especially engaging for study is 
the question of whether or not migration is 
an evidence of mental illness—Franx F. 
TALLMAN, M.D., University of California. 


DISASTER, A 
PSYCHOLOGICAL ESSAY 


By Martha Wolfenstein 
Glencoe, Ill., Free Press, 1957, 231 pp. 


Since the advent of nuclear weapons there 
has been a growing concern about the man- 
ner in which people react to disasters. In 
this essay, an attempt is made to correlate 
observed behavior in response to catas- 
trophes with possible psychological mecha- 
nisms. Clues to the presence of these 
mechanisms are largely sought in the re- 
corded remarks of survivors. Much of this 
clinical material is drawn from studies con- 
ducted under the auspices of the committee 
on disaster studies of the National Research 
Council during the last 10 years, 

As a collection of tempting hypotheses 
this book is well worth reading. Largely 
analytical in their orientation, the inter- 
pretations of possible unconscious motiva- 
tions cannot be regarded as particularly 
new, but such superficial documentation as 
was available gives the speculations a cer- 
tain vitality and promise of validity. A 
strong plea is made for collection of much 
more clinical data which might tend to 
prove or disprove the theoretical formula- 
tions contained in the essay. 

The significance of denying danger is 
presented as variable according to the phase 
of the disaster in which denial occurs. Vol- 
unteer workers in civil defense and other 
disaster relief organizations will not be re- 
assured in their efforts by such a conclusion 
as that on page 8: “Thus, in relation to 

remote threats, we may say that those who 
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are relatively free from inner strain will 
not be likely to worry about them, and 
such worry when it occurs will usually in- 
dicate some emotional disturbance.”—CaL- 
vin S. Drayer, M.D., Philadelphia. 


THE PSYCHOLOGY OF 
HUMAN DIFFERENCES 


By Leona E. Tyler 


New York, Appleton-Century-Crofts, 2nd edition, 
1956, 562 pp. 


Dr. Tyler's revised edition of The Psychol- 
ogy of Human Differences is again an ex- 
cellent presentation of the subject. The 
author has wisely curtailed the chapters i 
dealing with statistical methods and de- 
voted more space to the problems germane 
and basic to the problem of appraising 
human differences. 

The book is divided into four parts. 
Part 1 is devoted to a survey of the field of 
differential psychology; part 2 to varieties 
of individual differences; part 3 to group 
differences, and part 4 to a discussion of the 
factors effecting or producing these differ- 
ences. Part 3, in addition to considering 
such topics as sex, age and class differences, — 
has an excellent chapter on the mentally 4 
deficient and another on the unusually 
gifted. 

Dr. Tyler’s discussion of the various 
topics is both broad and comprehensive. 
The numerous studies that have appeared 
in the decade since publication of the first 
edition are carefully surveyed and judi 
ciously selected. She presents both sides of 
the question, and it is an indication of het 
impartiality that it is not easy for the 
reader to surmise which points of view she 
may be favoring. At the same time, all 
data presented are critically appraised. The 
volume as a whole is of interest not only 


to psychologists but to all persons con- 
cerned with the problem of human differ- 
ences and their appraisal. An extensive 
and up-to-date bibliography adds much to 
the general usefulness of the book.—Davip 
Wecuster, PH.D., New York University— 
Bellevue Medical Center. 


GROUP WORK IN THE 
PSYCHIATRIC SETTING 
Harleigh B. Trecker, ed. 


New York, William Morrow and Co., 1956, 224 pp. 


This report presents all papers read at an 
institute conducted by the American Asso- 
ciation of Group Workers along with a 
summary of the workshop sessions and gen- 
eral statement of group individual reaction. 
Forty-five group practitioners, faculty mem- 
bers and specialists in the field of mental 
health brought together their experiences 
and viewpoints to explore and elucidate 
the growing areas of group work in the 
psychiatric setting. 

The report is of special significance since 
it represents one of the first collective at- 
tempts through an organized institute to 
define basic principles of group work with 
the mentally ill in a psychiatric setting. 
The difficulties inherent in such a task are 
apparent and might naturally color an at- 
tempt to evaluate the present accomplish- 
ments and prospectus for future gains. 
Participants can easily become so over-con- 
cerned with dynamics of the individual ap- 
proach as to under-stress group goal-directed 
activity, the goal practicum of major im- 
portance. It is also quite natural to de- 
vote one’s time to the task of trying to de- 
fine the role of the group worker in 
relation to other disciplines in lieu of the 
less intriguing but nevertheless highly im- 
portant demonstration of distinctive skills 
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so clearly brought out in these discussions 
as inherent in the discipline of the social 
worker. 

In recognition of the currently increasing 
need for help in the treatment of mental 
illness such explorations into the areas of 
group work are important per se and the 
practical application of such contributions 
as this assumes additional significance. 
While it appears that much of the material 
is too summarized to provide the detailed 
information needed—as, for example, 
Redl’s chapter on treatment of children— 
the comprehensiveness of the text in ex- 
ploring various viewpoints, generic and 
specific, in group work practice, concepts of 
the therapeutic environment, implications 
for professional education, evaluations and 
plans for the future, make a most helpful 
contribution. 

The selected bibliography related to so- 
cial group work in psychiatric settings is 
unusually extensive and adds much to the 
practical application of the interesting and 
informative viewpoints and findings.— 
Joun Etsere Davis, Sc.D., Association for 
Physical and Mental Rehabilitation. 


MENTAL HEALTH AND 
SPECIAL EDUCATION 


Rev. William F. Jenks, C.S.S.R., ed. 


Washington, D. C., Catholic University of America 
Press, 1957, 235 pp. 


This volume is the report of a workshop on 
mental health and special education con- 
ducted June 15-26, 1956 at the Catholic 
University of America. The report is di- 
vided into two parts. Part I is devoted to’ 
a presentation of the formal papers on such 
topics as the child with cerebral palsy, the 
speech defective child, recent medical ad- 
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vances in mental retardation, the preven- 
tion and control of juvenile delinquency, 
and preventive measures in the field of 
mental health. Several other papers cover 
the role of the school, the teacher and the 
parent. 

Undoubtedly it was the intent of the di- 
rector of the workshop to present a broad 
overview of the field of special education. 
The parochial schools, in general, are just 
beginning to interest themselves in this 
field. Special education is comparatively 
expensive. Diagnostic studies, special 
equipment, smaller classes and skilled 
teachers are essential to success in this field 
of education. Until recently most of the 
Catholic school-age children in need of 
special education had to seek such in the 
public schools of the communities. 

Unfortunately, most of the special lec- 
tures here reported cannot be considered 
very helpful to the classroom teacher; at 
best, they call attention to need and to 
techniques in diagnosis. It is true that 
Part II, Summaries of Seminar Proceedings, 
would indicate that Opportunity for the 
teachers to come to grips with the classroom 
situation was provided for through small 
group discussions. The reviewer got the 
impression that these small group discus- 
sions were the most important activities of 
this workshop.—HeEnry C. ScHUMACHER, 
M.D., U. S. Department of Health Educa. 
tion and Welfare, Atlanta. 


GAMES FOR THE NOT so YOUNG 
By Syd Hedges 


New York, Philosophical Library, 1957. 108 bp. 


The purpose of this small but helpful book 
is to “lessen loneliness and to enhance good 
fellowship” for older adults. This objec- 
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tive is admirably served by a wide variety 
of games of all types. 

Included in this collection are games that 
are fairly common in game encyclopedia, 
but others are novel and entertaining and 
will be of particular value to those working 
with older adults in clubs and groups. We 
know that older persons can enthusiastically 
enter into the spirit of fun and make the 
most of it and that recreation can be a 
therapeutic agent in lessening the effects of T 
advancing years. 

Mr. Hedges brings to this book an un- 
derstanding of aging and the challenges it 
affords as well as the limitations it imposes. 
The games included here are geared to the 
interests and needs of the older population 
and in many instances call upon the older 
person’s abilities and experience. They 
also enable him to gain personal satisfac © 
tion and a sense of achievement and accom- 
plishment. 

The English flavor of the assortment of 
games is reflected particularly in the second 
chapter on games for two players. A pre- 
ponderance of games of “draught” calling 
for the use of a “draught board” are cited. 
These are not familiar to American audi- 
ences as such but are known in the U. S. as 
games of checkers. To the knowledge of 
the reviewer we do not have the variety of 
such games as are here enumerated. One _ 
incongruous section of the book—so far as 
American audiences of older persons today 
are concerned—is that dealing with an old- 
fashioned spelling bee. The words listed 
are so complex that I am sure the average 
college graduate would stumble over them. 

On the whole this is a valuable collection 
for recreation personnel and in addition 
will provide many entertaining hours for 
those shut in for short and for long periods 
of time——Miurprep K. Linzer, Massapequa 
(N. Y.) Senior Citizens, 


VOCATIONAL COUNSELING WITH 
THE PHYSICALLY HANDICAPPED 


By Lloyd H. Lofquist 


New York, Appleton-Century-Crofts, 1957, 384 pp. 


Dr. Lofquist states that this book was writ- 
ten to meet the need “for an analysis of in- 
formation available on disabilities and med- 
ical conditions and an integration of this 
information with the principles and tech- 
niques of vocational counseling, placing 
particular emphasis on the applicability of 
such information and techniques to the 
work of the hospital and rehabilitation 
counselor.” Dr. Lofquist has accomplished 
what he set out to do. 

This small volume clearly spells out the 
basic philosophy, methods and techniques 
of vocational counseling in a hospital set- 
ting. Although the book grows out of a 
Veterans Administration hospital setting, 
the same basic principles of vocational 
counseling could be applied to any other 
rehabilitation setting. It is a comprehen- 
sive book that could be used either as a col- 
lege textbook or as a very adequate work- 
ing tool for a rehabilitation counselor or 
selective placement interviewer. 

Dr. Lofquist includes in his book a com- 
plete treatment of the. diabetic, the am- 
putee, the heart patient, the hypertensive, 
the paraplegic, the cancer patient and the 
skin patient. He bases his selection of these 
disabilities on the fact that they have not 
been fully discussed in the literature on re- 
habilitation, He discusses sketchily blind- 
ness and visual disabilities, hearing disabili- 
ties, tuberculosis and psychiatric disabilities, 
justifying this action by stating they “have 
been fully discussed in literature with re- 
spect to rehabilitation.” The consensus of 
those in the rehabilitation field might not 
agree with Dr. Lofquist on this point. How- 
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ever, it may be that his selection is influ- 
enced by the kinds of problems he has en- 
countered in’ the Veterans Administration 
hospital. One would expect that the au- 
thor, being a vocational counseling psychol- 
ogist, would include the psychiatric disabili- 
ties as a major chapter. Certainly there is 
some question as to whether sufficient liter- 
ature is available on the vocational coun- 
seling of patients with psychiatric disabili- 
ties. ; 

Of particular interest are the illustrative 
case studies. Dr. Lofquist presents his case 
facts as “counseling developments” and 
then side by side discusses the “possible 
implications.” This device very succinctly 
points up the kinds of questioning that go 
through the counselor's mind during the 
development of a case. This material 
should prove invaluable in the training 
and development of new counselors. 

The case study material is practical and 
realistic in that Dr. Lofquist does not limit 
himself to successful case counseling studies, 
In too many books we are given only a 
superficial treatment of counseling and all 
examples used are generally dramatic suc- 
cesses. The inexperienced counselor com- 
ing into the field must realize very early 
in his career that all counseling will not be 
successful and that he must learn to expect 
failures. At the same time, however, he 
must also gain the ability of learning from 
his failures. For this reason, the case ma- 
terial is excellent and should really stimu- 
late a counselor trainee in thinking through 
some of the basic problems he encounters. 

Of particular interest, too, was the dis- 
cussion on the relationship between clinical 
psychologists and vocational counseling 
psychologists. Dr. Lofquist sincerely tries 
to delineate the differences between these 
two specialized branches of psychology. It 
is his feeling that each has its place in the 
rehabilitation process and he likens the two 
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specialities to specialities in the field of med- 
icine. 

The book is based upon the teamwork 
approach in a hospital setting where all the 
disciplines are available for consultation 
and discussion. One can understand that 
members of a team operating under one 
roof can be more cohesive than members of 
a team scattered throughout the commu- 
nity, It is possible to eliminate poor com- 
munications and to educate the members 
of the various disciplines so that all are ap- 
preciative of the contributions each may 

| make and all are working towards a com- 
mon solution. This book does give one a 
feeling that what has been accomplished in 
this one hospital could be extended to many 
of our hospitals in communities through- 
out the United States, 

If all major hospitals throughout the 
country had trained vocational rehabilita- 
tion counselors, the patient, his family and 
the community all would benefit—Janer 
I. Puyner, New York State Department of 
Labor. 


LEARNING TO LIVE 
AS A WIDOW 


By Marion Langer 
New York, Julian Messner, 1957, 255 pp. 


Dr. Langer’s book is directly addressed to 
widows; in fact, it tells of “your” emotions 
and suggests how “you” may cope with the 
many problems which beset you. Although 
this stylistic device may be slightly irritating 
to some readers, it does help one feel the 
common humanity beneath the anxieties 
that seem so special. The author cuts 
through the social myths about widowhood 
to the basic numbness, bewilderment, fear 
and pride, the strange guilt and resent. 
ments which all women experience in vary- 
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ing degrees, with varying emphases. 
book is thoroughly non-technical, bu 
clearly draws upon the insights of a traine 
psychologist. i 

The book begins with a description ol 
“what happens to you"—a sympathetit 
presentation not only of painful grief but 
the side emotions which are likely to ca 
worry because they seem inappropria 
“bad.” It is helpful to realize that 
are natural, Dr. Langer urges taking ti 
to mourn. There is no cure but time for 
the pain of grief. Usually it is desirable to 
preserve the status quo of one’s old life’ 
a while, giving the shocked roots of on 
emotional life time to send forth new shot 
in their own way. 

Later chapters take cognizance of the 
that the widow is faced with a variety 
reality pressures from the beginning. SI 
must handle money and often earn mo 
Her social life changes. Her children ha 
suffered a blow as serious as her own and 
must be helped on their terms. Their ¢ 
lousness and brief storms of grief must | 
seen as childhood manifestations, not ti 
taken at face value but understood as 
portant gropings toward acceptance 
new reality. (It is best to tell the truth, 
patiently, a little at a time, repetitiously, J 
response to the child’s questions.) And 
nally there is the new life to be plann 
for herself and her children; renewed i 
terest in men, perhaps remarriage. 

A useful appendix offers concrete ini 
mation about the resources available 
psychological and vocational counse ji 
legal advice, social security benefits, etc. 

After recommending maintenance of 
Status quo if at all possible during 
early months Dr. Langer points out the 
portance of taking stock of one’s self 
a person in one’s own right and as a m 
ber of society whose merits may not 
immediately recognized by employ! 


whose status as a single person makes con- 
tinuance of a social life typically organized 
for twosomes practically as well as emotion- 
ally difficult. She does not blink the un- 
pleasant realities of these situations. Many 
of them are exaggerated—in part created— 
by our own defensive attitudes, however. 
Refresher courses or training in a new vo- 
cational field often pay for themselves many 
times over, not only in money but in new 
satisfactions. Some of one’s old friends drop 
away with the change in one’s way of liv- 
ing, but new ones appear through one’s 
work, through one’s children, through 
many activities neglected during one’s mar- 
K riage. 

Although a gradual growth into new 
vocational and social interests is usually 
desirable, the widow who has mistakenly 
plunged into the wrong work may still re- 
consider. Is it just that the daisies seem 
brighter in the next field? Are we blaming 
harsh realities for an inner unhappiness no 
external change can cure? Or could we re- 
organize our lives in a manner to lessen ten- 
sions with mother who has come to help 
out, to work at something we enjoy? 
Would our children perhaps be benefited 
by having a happier, stronger mother rather 
than a sacrificial drudge who cannot help 
a nagging solicitude because she has too 
far restricted her life to theirs? 

Dr. Langer cites the experience of many 
widows encountered in her work as coun- 
selor. They never quite come alive in the 
book because only the fragment of their 
lives appropriate to the point under con- 
sideration is given. This reviewer feels 
that the reader would gain a richer, deeper 
sense of the problems of widowhood if 
some of the cases had been presented in 
greater detail. The complex interweaving 
of past and present, of the many different 
aspects of one’s life, is largely lost in ad- 
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herence to a topical outline. One identifies © 
easily with the fragment, with a residual, 

“but things are not so simple.” Although 

one cannot identify fully with all the de- — 
tails of another woman’s life, reading about 
a real person makes the complexities of 
one’s own life somehow more understand- 
able-—RutH L. Munror, New York City, 


SCHOOL HEALTH AND 
HEALTH EDUCATION 


By C. E. Turner, D.P.H., 
C. Morley Sellery, M.D. 
and Sara Louise Smith, Ed.D. 


St. Louis, C. V. Mosby Co., 1957, 466 pp. 


This book, prepared for teachers and pros- 
pective teachers but useful for all persons 
concerned with school health programs, 
deals with school health education, school 
health services, and healthful school living. 
It reflects modern concepts of how schools 
can protect and improve health and con- 
tains references to numerous committee 
reports. 

The 20 chapters are divided into two 
parts, the first presenting “The Basis for 
School Health and Health Education” and 
the second “School Health and Health 
Education in Action.” The former gives his- 
torical information, definitions and objec- 
tives, and discusses school-community rela- 
tionships. The latter describes the “school 
health team” and shows how its members 
function in carrying out various parts of 
the school program. A list of resources is 
included, as well as suggestions for evalua- 
tion of results. 

The high professional standing of the 
authors, coupled with their actual experi- 
ence in school health programs, helps to 
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make this a valuable and authoritative 
source of information and guidance.— 
Cuartes C. Witson, M.D., Yale University 
Department of Public Health. 


CULTURE, PSYCHIATRY 
AND HUMAN VALUES 


By Marvin K. Opler 
Springfield, Ill, Charles C Thomas, 1956, 242 pp. 


Dr. Opler has utilized his anthropological 
background in this critical review of social 
psychiatry. He points out that the “effect 
of culture on personality and thus on men- 
tal illness and symptoms is recognized but 
methodological problems have not been to- 
tally considered.” Scarcely any study of an 
epidemiological sort has combined these in- 
fluences—physical, environmental and cul- 
tural. The factor that most epidemiological 
studies have ignored is the attitude towards 
illness which affects the incidence level in 
any society. 

Dr. Opler’s cross-cultural anthropological 
data, drawn from the work of anthropolo- 
gists and psychiatrists, supports such con- 
clusions as this (p. 50): “Thus, hypotheses 
which postulate that categories of depriva- 
tion (death, weaning or toilet training, job 
loss, etc.) are predisposing and relate to in- 
cidence of disorder are clinically assump- 
tive and no amount of quantification, apart 
from distinctly known cases, can convince 
one that remote variables are not being 
manipulated.” 

He believes psychiatry has achieved its 
Major success with a clinical study of indi- 
vidual patients and laboratory experiments, 
with the best potential area for therapeutic 
practice—management, education and pre- 
vention—being the epidemiological ap- 
proach of field and experimental studies of 
disease processes in groups of people. How- 
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ever, the isolation or identification of char- 
acteristics associated with mental disorders 
does not provide sufficient understanding of 
the disease process. General interrelation- 
ships between culture and personalities 
need to be formulated, although psychi- 
atrists usually are lax in this respect. 

The cross-cultural data presented allow 
Opler to state (p. 59) that the “style of 
weaning or a mode of achieving spincter 
control, as isolated and independent fea- 
tures of a culture, will not predetermine 
adult personality configurations. Instead 
it is more likely the cultural attitudes to- 
wards infancy and childhood, its kinship 
setting, and the values of human individual 
worth will affect the infancy handling and 
disciplines, the parental behavior and the 
family functioning.” 

The advanced psychiatrists, he feels, have 
moved away from the Aristotelian approach 
which deems that behavior of all things is 
determined by their nature (and which 
might posit individual urges for freedom, 
creativity and spontaneity) to the Galilean 
which states that the behavior of all things 
is determined by the conditions under 
which it occurs. “It is classical psychiatry 
and prescientific anthropology which both 
spoke descriptively, and rarely analytically, 
of organic attributes, excluded environ- 
mental influence, denoted racial entities, 
delineated the ‘unit psychosis,’ described 
invariant typologies whether in illness or 
in culture, and failed to discover process or 
contextual referents anywhere. Freedom, 
creativity and spontaneity do not exist sub 
Specie aeternitatis any more than does man- 
kind. Culture, human values, and psychi- 
atric resultants may be more closely linked ` 
in real cultural systems than the men of 
any one of them have ever dreamed.” (pp: 
62, 63.) 

The “composite picture” which some psy- 
chiatrists have attempted to secure can be 


obtained, according to Opler, only when 
culture, social group and personality are 
studied in actual relationship and when 
samples of well and ill are matched within 
a series that holds constant each factor in 
turn. 

In discussing the Rorschach and thematic 
apperception tests, Opler raises the ques- 
tion in regard to highly acculturated situa- 
tions whether reality testing and disinte- 
gration are distinctions fine enough to do 
more than separate the very well from the 
clearly ill regardless of cultural context or 
the sub-types of disease groupings. Even on 
the more solid grounds of symptomatology, 
he states that “there can be no doubt that 
psychopathology is culturally influenced.” 
He then backs up his statement with a 
number of studies such as Stainbrook’s 
Brazilian research, which shows that cata- 
tonia obviously operates differently if it 
emanates from different cultural back- 
grounds. 

In relation to ecology, the author states 
that “the description or definition of urban 
ecological areas is a first step, not a last, in 

` the study of the actual lives of people in 
modern, urban communities.” Such gross 
Statistical data on urban regions or areas 
of the city may describe the main contours 
and outward living conditions of such areas, 
but in order to accomplish a thorough un- 
derstanding of how personalities in the cul- 
ture continually operate the ecological ap- 
proach must rid itself of a static quality, 
Not merely in terms of human drift within 
its framework, and focus on processes. 

The Nova Scotia study by Leighton and 
the Yorkville study in which Opler is a 
senior anthropologist are presented as re- 
search in which actual inspection by anthro- 
Pological field methods preceded and 
guided survey tactics, thus carrying them 
beyond the usual rubrics of housing, income 
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and educational level, or ethnic and reli- 
gious labels, into the total texture of func- 
tioning social and cultural forms. Although 
the ecological survey is the first mapped 
assessment of an area, it cannot be assumed 
to touch the cultural and historical condi- 
tions under which a group of ethnic vari- 
ables operate. The methods such as the 
Rorschach, the TAT, the Cornell Medical 
Index and others simply do not operate uni- 
formly across cultural boundaries. But 
these methods may be useful in understand- 
ing differences provided cultural variables 
are understood. 

In discussing the importance of cultural 
evaluation and psychiatric diagnosis and 
treatment, Aubrey Lewis is quoted as say- 
ing: “Consequently in studies that origi- 
nate with the psychiatrist there is a strong 
bias. The psychiatrist, moreover, is so close 
to the problems of his patients (which are 
disclosed within the same culture, usually, 
as the doctor lives in) that he forgets that 
some of these problems might cease to be 
problems if the culture changed.” 

This reinforces the reviewer's observation 
of the common fallacy among social work- 
ers, psychiatrists and psychologists that the 
change has to be in the individual. This 
orientation toward changing the individual, 
along with the formerly believed innate 
source of interrelation conflict, ignores the 
fact that the individual may be ill or have 
symptoms as a result of a situation which, 
if corrected, would no longer result in that 
type of symptom etiology. 

Opler states that therapy must deal with 
defensive mechanisms which individuals 
use to cope with inner conflicts and excep- 
tional life strains through careful diagnoses 
based on clinical, psychodynamic evidence 
and observation. The problem for social 
psychology is to trace how a kind of rudi- 
mentary defense mechanism characteristi- 
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cally originates in the setting of normative 


cultural behavior and how typically in 
given conflicts and strained circumstances 
it becomes intensified. Preventive psychi- 
atry therefore cannot omit the so-called 
normal functioning of a society. 

On reading this work, which basically is 
on the emerging interdisciplinary science 
of social psychiatry, one acquires an opti- 
mistic feeling towards the future of psy- 
chiatry and anthropology as a means of 
providing the basis for prevention or treat- 
ment of those symptoms which develop into 
mental health problems. It is the research- 
ers among the psychiatrists that are far 
ahead of the practitioners and it is this 
type of research that may eventually pene- 
trate the practice of psychiatry. 

Psychology also suffers from lack of cross- 
cultural comparisons, and it is hoped that 
such works as Opler’s will enlighten this 
field which has contact with so many de- 
veloping students. Both clinical psychol- 
ogy and psychiatry, as currently practiced 
by many, do not recognize the effect of 
culture on the conscious and unconscious, 

To read Opler’s book requires an exten- 
sive knowledge of psychiatric language and 
literature, for his references and quotations 
are not extracted in detail or explained 
sufficiently. Primarily a review of the liter- 
ature with a consensus of the various find- 
ings, it is a fine job of compilation but it is 
somewhat poorly organized and difficult to 
read. One idea and quotation rapidly fol- 
lows another, sometimes without a sound 

“Teason even within paragraphs. Some sec- 
tions, however, are well written. 

The book is a worthwhile reference to 
have available, and I would hope that much 
of the information carried within its pages 

| will reach practicing Psychologists, psychi- 
atrists and social workers as well as students, 
Water E. Borx, PH.D., New York State 
Department of Health. 


298 


BATTLE FOR THE MIND 
By William Sargant 


New York, Doubleday & Company, 1957, 263 pp. 


Dr. William Sargant, an English psychiatrist 
who has been identified with physical meth- 
ods in psychiatry, attempts to explain varied 
psychological phenomena ranging from 
war neuroses to religious and political con- 
version by an application of Pavlov’s the- 
ories based on findings in experiments with 
dogs. Those theories pertinent to this the- 
sis were that dogs were of four tempera 
mental types—strongly excitatory, lively, 
weak inhibitory, and calm imperturable or 
phlegmatic; and that a phenomenon called 
“transmarginal inhibition” took place when | 
a dog had been stimulated beyond its capac 
ity to react normally. This inhibition was 
considered a protective device and resulted 
in altered behavior in four distinguishable 
phases of increasing abnormality: in the 
“equivalent” phase, the same responses fol- 
lowed weak or strong stimuli; in the “para | 
doxical” phase the brain responded more ~ 
actively to weak stimuli; and in the “ultra: 
paradoxical” phase conditioned responses 
and behavior patterns turned from positive 
to negative and negative to positive, a fur 
ther degree of inhibitory activity which dis 
rupted for the time being all recently im: 
planted conditioned reflexes, 

Using these experimental observations 
and theoretical concepts as a working hy- 
pothesis, Sargant investigated observations | 
in a number of apparently unrelated areas | 
of human behavior. He found evidence of | 
the operation of these principles in wa! ) 
neuroses, drug therapy of mental illnesses, 
Psychoanalysis, shock treatments, leucotomys 
religious conversion, brain-washing and the 
eliciting of confessions. He supports this 
conclusion by extensive quotations from 
literature consisting of descriptions of these 


physiological and psychological phenomena, 
by individuals who experienced them, by 
observers and by those who utilize these 
methods. He emphasizes the observation 
that it is the normal individual who is most 
susceptible to these methods. 

In discussing methods of prevention he 
states that human beings, like dogs, do not 
break down if they refuse to accept the 
problem presented to them or take evasive 
action before their equilibrium is upset. He 
considers the degree of physiological coop- 
eration or “transference” as the vital factor. 
A good sense of humor is a most effective 
defense. 

He pleads for a greater understanding of 
the power and the comparative simplicity 
of the methods and for recognition that 
they are being used for evil purposes. 

Dr. Sargant, by constricting his approach 
as he deems necessary for effective research, 
sees only the physiological effects of emo- 
tions generated by psychological means. 
The use of the adjective “physiological” to 
qualify the term “transference” indicates 
the difficulty he has in confining himself 
to “simple, physiological, mechanistic” 
methods. 

The book is written in popular, narra- 
tive, entertaining style which carries the 
reader along in a convincing manner. 
There are two series of photographs por- 
traying some of the “physiological” meth- 
ods of conversion. The most impressive 
series is of a revival meeting of a poisonous 
Snake-handling sect. 

While it is difficult to accept Dr. Sar- 
gant’s generalizations and conclusions, the 
book is thought-provoking. The material 
from the White Paper on the trial of a 
confessed murderer who was found inno- 
cent after execution suggests a re-evalua- 
tion of the validity of confessions obtained 
by current methods.—JoserH S. SKOBBA, 
M.D., Atlanta. 
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READING DIFFICULTIES: 
THEIR DIAGNOSIS AND 
CORRECTION 


By Guy L. Bond 
and Miles A. Tinker 


New York, Appleton-Century-Crofts, 1957, 486 pp. 


This book was written “because the au- 
thors firmly believe that the children who 
get into difficulty with reading need imme- 
diate help’—a most laudable goal. It is 
aimed at the classroom teacher, the school 
remedial teacher and the clinician. Its 
tightly packed pages seem to give very 
thorough coverage to almost every phase of 
remedial reading, including the nature and 
causes of reading difficulties, the diagnosis 
of difficulties, and remedial treatment. As 
is so often the case, such treatment also 
inevitably involves many brief but telling 
and helpful statement about good ways of 
teaching youngsters to read in the first 
place, so that difficulties are less apt to arise. 
The book seems sure to be widely used in 
college courses in remedial instruction. Its 
many references throughout to pertinent 
research, its comprehensiveness, and the 
specificity of its suggestions suit it well for 
this purpose. 

There will be some who may quarrel 
with what seems to be the basic assumption 
of the authors, based on their observation: 
“The vast majority of reading cases are 
brought about through failure on the part 
of the child to acquire the necessary learn- 
ings” (p. 116) and with a counterpart ob- 
servation that “in a relatively small propor- 
tion of the cases, children are emotionally 
upset and maladjusted when they arrive in 
school” (p. 110). 

The authors, of course, consistently say 
that diagnosis must be thorough and that 
treatment depends on the outcome of the 
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diagnosis, But one senses a general belief 
that, in most instances, these children 
weren’t taught right in the first place and 
that what they need now is more and better 
teaching. Although some slight stress is 
given to the need for good relationships, 
etc., and to the fact that retarded readers 
not uncommonly shy away from more read- 
ing, much more emphasis is given to spe- 
cific techniques of teaching than to other 
ways in which adults can relate themselves 
to children. 

It is to be hoped that despite its many 
good suggestions to the contrary, the book 
does not, through its tone rather than its 
words, fix remedial reading more rigidly in 
a pattern of more drill and more teaching 
for youngsters who so often have already 
had a bellyful.”—James L. Hynes, jr. 
University of Maryland. 


PERSONALITY IN A COMMUNAL 
SOCIETY: AN ANALYSIS OF THE 
MENTAL HEALTH 

OF THE HUTTERITES 


By Bert Kaplan and 
Thomas F. A. Plaut 


Lawrence, Kans., University of Kansas Publications, 
1956, 116 pp. 


Personality in a Communal Society is a re- 
port of an interesting and important re- 
search effort, the purpose of which is “to 
evaluate the mental health of a cultural 
group.” Employing a multidisciplinary ap- 
proach, the investigators—a Psychiatrist, a 
sociologist and two Psychologists—at. 
tempted to penetrate the personal, social 
and cultural life of a selected study popu- 
lation of Hutterites, a sparsely scattered 
religious sect located in southern Canada 
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and the centrally northernmost part of the 
United States. 

The chief aims of the investigation were 
to ascertain the degrees of interrelatedness 
and the strengths of the nexuses between 
what many sociologists, anthropologists and 
social psychologists assume to be an insepar 
able trinity: personality (emotional and 
mental states), cultural patterns (living 
Prescriptions and values) and societal proc 
esses (interpersonal and intergroup relations 
—consensus, understanding, verstehen). 

The objectively dispassionate and sci- 
entific orientations and motivations of the 
authors are perhaps best demonstrated by 
their ready willingness to recognize, and to 
try to come to grips with, as far as possible, 
the apparent limitations, weaknesses and 
inevitable methodological foibles encoun- | 
tered by every research student who under- j 
takes such an ambitious and courageous 
task as trying to uncover interdependent 
relationships between these three variables 
—the basic components of human conduct. 

The frame of reference of mental health 
workers—“evaluative analyses for corrective | 
Purposes”—is one of the chief obstacles to 
scientific research. Evaluative research ef 
forts usually harness students of human 
behavior with biases and assumption prob- 
Jems that, if recognized, produce complexi- 
ties and dilemmas that are sometimes 
embarrassing. Moreover, the student fre 
quently falls back upon his own personal 
empathy and value orientation which, in 
the final analysis, is impressionistic, based 
upon his own sensitivities and prejudg- 
ments. 

For example, the authors had to settle 
upon certain operational definitions such 
as the “normal Hutterite” and the “average 
Personality.” They could come up with 
nothing more definitive than “more or less” 
—a definition much too loose for measure 
ment and prediction. Still another prob- 


lem was that of determining for research 
operations—the selection of cases—just 
what is precisely meant by “good mental 
health.” In this instance, a person did not 
have good mental health if the staff psy- 
chiatrist so diagnosed his condition. Could 
it not be that some “cases” escaped the 
psychiatrist’s detection; indeed, that some 
might have been misdiagnosed? Can a psy- 
chiatrist play a case-finding role successfully 
in a culture with which he is not familiar? 

Projective techniques—the Murry the- 
matic apperception test and the sentence 
completion test—were the chief instruments 
for studying “cases.” The applicability of 
these research tools and of projective tech- 
niques in general is now recognized as a 


fruitful procedure for culture-personality . 


studies. However, it was necessary because 
of uncontrollable field situations for the 
investigators to deviate from standard pro- 
cedures in the administration of the test. 
How much did these improvised and indi- 
cated makeshift changes influence or alter 
test results? 

One wonders why the authors expressed 
surprise in finding that several forms of 
mental disorders were present among the 
Hutterites, that although the Hutterites 
had many symptoms of psychoneuroses they 
nevertheless handled them well. This 
would be expected of any cultural group 
possessing the cohesiveness and solidarity of 
the Hutterites. The crucial and indeed 
relevant question in this connection is: 
How do the Hutterites themselves view 
these symptoms and the various forms of 
mental disorders found in the society? Do 
they feel and accept states of anxiety, fears 
and other emotional manifestations of be- 
havior as common and everyday living phe- 
Nomena or as situations that demand spe- 
cial attention? 

Is it likely that one could find a society 
any place in time or space where individ- 
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uals would be devoid of states of anxiety 
and would manifest no psychoneurotic 
symptoms? Are these individuals always 
considered as “cases”? Are all neuroses and 
even some psychoses bad? Again, what is 
good mental health? 

Finally, the authors may have placed too 
much stake on the hypothesis that the per- 
sonality of Hutterites is a correlative of 
their cultural patterns. But, despite these 
comments, this volume reports an excellent 
piece of research that is challenging, pro- 
vocative and suggestive of further studies. 
The chief contribution of the authors is 
that they report a research experience with 
frankness, honesty and in the spirit of labo- 
ratory science; they place in bold relief 
important theoretical and methodological 
considerations for continuing multidisci- 
plinary studies of cultural groups.—MozeL. 
C. Hut, Atlanta University. 


AS YOU SEE IT 
By Catherine E. Steltz 


New York, Bureau of Publications, Teachers Col- 
lege, Columbia University, 1956. 


As You See It is a series of 24 photographs 
of family life and community moral and so- 
cial problems. The pictures are intended 
to be shown one at a time to individuals or 
groups to provoke discussion on such topics 
as alcoholism, divorce, sibling rivalry, pre- 
marital relations, discrimination and others. 
Accompanying the illustrations is a manual 
which serves as a guide for the leader using 
the series. 

The manual includes a number of ques- 
tions that may be used in introducing each 
of the photographs to the audience. Sam- 
ple experiences in using the photographs 
in guidance situations and classrooms are 
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included. There is also a selected bibliog- 
raphy listing suitable publications related 
to the series. 

This reviewer used some of these pictures 
with a group of teenage boys and girls and 
found that they were successful in stimulat- 
ing discussion. However, it was later found 
that without these pictures at subsequent 
meetings the group talked equally as freely 
about similar problems that concerned 
them. 

The value of this material, therefore, 
may be in its ability to focus on certain 
topics for discussion so that a wide range of 
social issues may be examined quickly. 

The manual indicates that the pictures 
“are not difficult to use nor do they require 
any special training or skills beyond those 
required of any good discussion leader.” 
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+ behavior—Epwarp Linzer, National 


This concept is questionable, since | 
of the photographs deal with instan 
individual and social pathology. In 
dling ‘such emotional-laden topics 
groups it is necessary for the leader to 
the skills mentioned and also to be 
oriented in sociological and psycholi 
understanding. This background i 
tial if the leader is to assist the group 
understand what is happening to the peo) 
portrayed and to be able to help individ 
express their feelings about some o 
incidents which may be disturbing to { 
Under skillful and professionally orient 
leadership this visual aid may well s 
an additional device for a group lead 
use in dealing with problems of h 


ciation for Mental Health. 


Notes and Comments 


Mental Hygiene extends its appreciation 
and best wishes to the Digest of Neurology 
and Psychiatry published by the Institute 
of Living, Hartford, Conn. For the last 25 
years it has provided briefs of choice contri- 
butions to the gradually developing struc- 
ture of scientific psychiatry. Many of these 
contributions have originally appeared in 
American periodicals, and the briefs have 
made it easier to choose what should be 
read in full. They have also provided a 
glimpse into the important books of the day 
and into foreign scientific literature that 
would otherwise often escape attention. 

The Institute of Living and its director, 
Dr. Francis J. Braceland, and his staff and 
especially the associate editor, Mary B. 
Jackson, deserve our thanks at the end of 
this quarter century of service. 


The National Association for Mental 
Health will lead the nation during Mental 
Health Week—April 27 to May 3—in the 
10th annual citizens’ mobilization aimed at 
focusing maximum public attention and 
action on the needs of the mentally ill. 

Mental Health Week is endorsed by the 
federal government, co-sponsored by the 
National Institute of Mental Health, and 
coordinated by the 750 state and local men- 
tal health associations. 

Many major organizations — business, 
labor, educational, civic, patriotic, frater- 
nal, religious and governmental—partici- 
pate by devoting at least one regular meet- 
ing to the observance of Mental Health 
Week. 

The slogan this year is “With Your Help, 
the Mentally Ill Can Come Back.” In line 
with this theme, all observances—national, 


state and local—will stress the hopeful as- 
pects of the nation’s fight against mental 
illness and urge the public to make it pos- 
sible for more thousands of those now ill 
to be restored to their families and commu- 
nities. 


The board of the National Association for 
Mental Health has recorded with sorrow 
the death on December 18 of Dr. Melvin 
M. Johnson, former sovereign grand com- 
mander of the Supreme Council, 33rd De- 
gree, Ancient Accepted Scottish Rites of 
Freemasonry, Northern Masonic Jurisdic- 
tion. He was 86. 

In a resolution passed at the January 18 
meeting, the board noted that “it was his 
fertile mind that sensed the neglect of re- 
search in that most prevalent of mental 
disorders—schizophrenia. It was his com- 
passionate heart that moved him to do 
something about it, to lead his Brothers to 
a like appreciation and to mobilize per- 
sonal and financial resources to correct this 
neglect. 

“He knew that the task would be a hard 
and slow one,” the resolution went on, “but 
there was no alternative except retreat, and 
retreat was not in his makeup. 

“The National Association for Mental 
Health is proud to have been associated 
with Commander Johnson and the Scottish 
Rite in this scientific advance, and is grati- 
fied with the impact that it has had on psy- 
chiatric research generally.” 

In the last 24 years the Scottish Rite has 
contributed more than $1,335,000 for re- 
search in the causes and treatment of schizo- 
phrenia. The program, conducted through 
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NAMH, is the only comprehensive, coordi- 
nated research aimed at schizophrenia. 


* * * 


San Francisco’s doctors see mental health 
problems, especially alcoholism, as the com- 
munity’s top-priority health challenge, a re- 
cent survey shows. 

Polled for their opinions on community 
health and rehabilitation needs and re- 
sources, the physicians said their waiting 
rooms were crowded with patients with 
mental health problems. A majority 
(62.1%) said they saw patients who needed 
psychiatric diagnosis and treatment other 
than that provided by the doctor, and about 
35% saw patients needing institutional care, 
psychological testing and counseling. 

Alcoholism and other mental illnesses 
and emotional disturbances are the condi- 
tions least adequately handled by the com- 
munity, according to the doctors. Over 
45% said services and facilities to combat 
alcoholism were the community’s greatest 
unmet need. Over 35% said help for those 
suffering other mental illnesses or emotional 
disturbances was also greatly inadequate. 

To deal with the mental illness problem, 
the doctors urged the community to provide 
coordinated follow-up services for dis- 
charged mental patients, including coun- 
seling, financial aid, vocational rehabilita- 
tion and job-finding. 

They also recommended free and part-pay 
Outpatient psychiatric services other than 
the outpatient clinic at San Francisco Hos- 
pital, more beds in general hospitals for 
psychiatric and alcoholic patients needing 
short-term intensive treatment, and an out- 
patient psychiatric clinic at the county hos- 
pital. 

The poll of physicians was part of a 2- 
year health and rehabilitation survey con- 
ducted by the community mental health 
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services committee of the United Commu 
nity Fund of San Francisco. 


TRAINING y 


Two new plans continuing the expansion 
of advanced graduate training for psychia: 
trists in New York state mental institutions 
were launched early in the year at Colum- 
bia University and the State University of 
New York, Upstate Medical Center in Syra; 
cuse. Dr, Paul H. Hoch, state commissioner 
of mental hygiene, said the courses will be 
operated by the Department of Mental Hy- 
giene jointly with each of the universities. 

The programs, an extension of the de- 
partments in-service training for psychiatric 
residents in state institutions, are aimed at 
providing experience in outpatient psychia- 
try as well as increased facilities for basic 
study. 


RESEARCH 


Research grants totaling $8,363,519 were 

awarded during the first 6 months of the 
1957-58 fiscal year by the National Institute 
of Mental Health, the U. S. Public Health 
Service's research center at Bethesda, Md. 

A total of 397 grants were made to scien“ 
tists working on mental health research 
projects in universities, hospitals and other 
Tesearch centers throughout the nation. 

They represent about 7% of the 5,459 
grants—totaling $80,666,188—awarded by 
all the National Institutes of Health for re- 
search on cancer, heart disease, allergies and 
infectious diseases, arthritis and metabolic 
diseases, neurological diseases, blindness and 
other health problems. 


A project to investigate vocational and s0- 
clo-economic adjustment of patients newly 


released from mental hospitals is underway 
in New York State with a $25,900 grant 
awarded by the U. S. Office of Vocational 
Rehabilitation. The study is being con- 
ducted by the Research Foundation for 
Mental Hygiene. 


CARE AND TREATMENT 


Only 13 states provide specialized treatment 
programs for mentally ill and emotionally 
disturbed children, according to a survey by 
the Illinois Department of Public Welfare. 

About 1% of the residents of state mental 
hospitals are under 20, the study revealed. 

Children are housed and treated along 
with adults in the mental hospitals of 37 
states. Some hospitals have separate build- 
ings or wards for boys and girls of certain 
ages, but 11 of the 37 states had no facilities 
of any kind for children except in the adult 
wards, Four states completely segregate 
children from adults, either in special wards 
or in separate hospital buildings. 


LEGISLATION 


New York’s law on criminal insanity is un- 
dergoing searching study by a committee of 
8 authorities on law and mental health. 
Their ultimate aim is to bring about re- 
Vision of the law in line with modern think- 
ing, 

The present law, which derives from an 
1848 decision of the British House of Lords, 
holds that a person is criminally liable for 
an act if he knows its nature and quality, 
and knows it is wrong. Many psychiatrists 
believe this too narrow a conception and 
favor a change in the direction of a 1954 
decision by Judge David L. Bazelon of the 
U. S. Court of Appeals for the District of 
Columbia. 

The decision by Judge Bazelon would re- 
quire that a defendant be found “not crim- 
inally responsible if his unlawful act was 
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the product of mental disease or mental 
defect.” 


* * * 


Delaware has done away with court hear- 
ings for involuntary commitments to the 
state hospital for the mentally retarded. A 
new law now requires that a mental hygiene 
clinic or state psychiatrist file a certificate 
recommending hospitalization and signed 
by two Delaware physicians. The patient 
or anyone related to him by blood or mar- 
riage has the right to appeal the commit- 
ment to the Court of Chancery. 


Indiana’s mental health program took an- 
other forward step January 1 when new 
uniform commitment procedures and new 
laws affecting mental hospital admissions 
went into effect. They were recommended 
to the legislature by the Indiana Associa- 
tion for Mental Health. 

If a mentally ill person does not have the 
necessary insight to recognize his need for 
care and treatment in a psychiatric hospital, 
Indiana courts may now authorize a tempo- 
rary commitment for not more than 90 
days on the petition of a member of the 
patient’s family and of a licensed physician. 
Although this is a judicial action, the pa- 
tient does not suffer the loss of his civil 
rights. 

At the request of the hospital superin- 
tendent, the court may extend the commit- 
ment for another 90 days. If the patient is 
released within 180 days the temporary 
commitment is dismissed and expunged 
from the court records. 

Regular commitment orders will be is- 
sued if the patient fails to improve suf- 
ficiently for release after 180 days of active 
treatment. 

Indiana mental health authorities believe 
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most admissions to state mental hospitals 
will now be by voluntary application and 
by the new temporary commitment order. 


* * * 


Georgia's legislature has revised commit- 
ment procedures to express a modern, hu- 
mane attitude toward the care and treat- 
ment of the mentally ill. Another new law 
creates a division of mental health in the 
State Department of Public Health, author- 
izes the establishment of state-wide facilities 
for the treatment of the mentally ill and 
allows for the training of professional and 
technical personnel. 

Next November Georgians will vote on 
a constitutional amendment providing for 
scholarships to qualified students in psy- 


chiatry, clinical psychology, psychiatric 


nursing, psychiatric social work, occupa- 
tional and recreational therapy. 


* * * 


A marked increase in state and community 
mental health services over the country as 
a result of laws passed by state legislatures 
in 1957 was reported recently by Dr. Robert 
H. Felix, director of the National Institute 
of Mental Health, 

Dr, Felix said the new laws would stimu- 
late community mental health programs 
and improve conditions for the mentally 
ill. 

California, Minnesota, New Jersey and 
Vermont passed laws providing grants-in- 
aid to localities for community mental 
health services such as mental health clinics, 
services for emotionally disturbed and men- 
tally retarded children, rehabilitative and 
after-care programs, alcoholism control pro- 
grams, and public education on mental 
health. 

These laws resemble the first legislation 

of this kind which was passed in New York 
in 1954 and which provided that the state 


306 


would pay half the cost of new or expan 
community mental health programs, 
necticut, Pennsylvania, Indiana, Ten: 
and Florida passed similar mental health 
legislation in 1955 and 1956. 
Laws authorizing counties to levy taxes 
or appropriate funds to support local mem 
tal health centers or clinics were passed lasi 
year by Iowa, Kansas and South Dakota 
California, Colorado, Kansas, Minnesota, 
Montana, North Dakota and Texas also 
took steps to modernize their laws on the 
commitment, detention and care, and treat 
ment of the mentally ill. 4 
Connecticut, Maine, Minnesota, New 
Hampshire, Oregon, Rhode Island and 
West Viriginia ratified the Interstate Com 
pact on Mental Health. This agreement, 
issued in 1955, makes the patient's welfare 
the cardinal consideration in deciding 
whether he shall be kept in one state oF 
sent to another. Other states participating 
in the compact are Massachusetts, New 
Jersey and New York. 
Legislatures showed continued high it 
terest in mental retardation. Arkansas, 
Nebraska and Texas authorized the coni 
struction of new institutions for the catë 
and treatment of the mentally retarded, 
Idaho and Minnesota made it mandatoty} 
for local school districts to provide instrué } 
tion for handicapped children. A diag) 
nostic and training center for the mental 
retarded will be established in the state of 
Washington, and New York is developing 
plans for a state research institute on men 
tal retardation. a 
Several states took action to develop res! 
dent treatment for emotionally disturbed | 
children. In Washington a resident treat 
ment center for emotionally disturbed chil: | 
dren is being established at Western State | 
Hospital where research as well as treat 
ment will be carried on. Minnesoti 
authorized a resident treatment center fo! 


emotionally disturbed children. In Cali- 
fornia the Youth Authority is initiating a 
special program of intensive treatment in 
two institutions for juvenile delinquents. 

Some of the states took action to expand 
research and training activities. Texas is 
planning to set up a new community hos- 
pital near the Texas Medical Center in 
Houston for training and research in men- 
tal illness. Iowa instituted a Mental Health 
Research Fund. North Dakota directed the 
University of North Dakota Medical Center 
to encourage the training of psychiatric per- 
sonnel for staffing mental health agencies 
and provided stipends for trainees. 


HIGH COST OF 
MENTAL ILLNESS 


Since World War II, California has spent 
$200,000,000 rebuilding most of its mental 
hospitals. 

More than $100,000,000 of the state 
budget goes toward caring for the mentally 
ill. 

These figures on the high cost of mental 
illness were included in a recent 4-part 
series of articles by Joseph J. Lipper of the 
Associated Press. 

He said California’s Short-Doyle act, 
which went into effect last fall, is proving a 
real shot-in-the-arm to the clinic movement. 
It mandates the state to pay half of the cost 
of local mental health services designed to 
prevent or combat mental illness. 

San Francisco, Contra Costa County, Los 
Angeles (city and county), Long Beach and 
San Luis Obispo took steps at once to ex- 
pand facilities they already had. San 
Diego, Santa Barbara, Marin, Placer, San 
Bernardino, Kern, Alameda ‘and San 
Joaquin counties are establishing local men- 
tal health services for the first time, as is the 
City of San Jose. : 
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The new community mental health serv- 
ices act will provide for 5 basic types of 
help: Š 


e Out-patient services in psychiatric clinics. 


e Up to 90 days of in-patient psychiatric 
services in general hospitals. 


e Rehabilitation services for psychiatric pa- 
tients in clinics, general hospitals or special 
centers, 


è Informational and educational services to 
the public and to the professions and 
agencies concerned with mental health. 


e Mental health consultation services for 
the staffs of schools and health, welfare and 
probation departments to help them deal 
more effectively with their students’ or 
clients’ mental health problems before they 
become so severe as to require psychiatric 
treatment. 

When the Short-Doyle act went into 
effect there were about 54 community 
clinics in California. The mental hygiene 
department figures that within a year the 
number and capacity will double. 

The new legislation also promotes the 
idea that general hospitals should admit 
mental patients, a measure vigorously en- 
dorsed by the California Medical Associa- 
tion. 


WORLD MENTAL HEALTH 


The World Federation for Mental Health 
has designated 1960 as the first World Men- 
tal Health Year. 

The 18-month observance, to start Janu- 
ary 1, 1960, will culminate in the 5th In- 
ternational Congress on Mental Health in 
Paris in August 1961. 

Preparations for the World Mental Health 
Year are already under way under the aegis 
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of an international committee composed of 
Dr. Frank Fremont-Smith of the U. S., 
chairman, and Dr. John R. Rees of Eng- 
land, Dr. Brock Chisholm of Canada and 
Dr. Paul Sivadon of France. 

The 32 U. S. organizations which are 
members of the World Federation for Men- 
tal Health will set up a steering committee 
to guide the U. S. share in the world-wide 
undertaking. 

In addition to their common objectives 
for the year, different countries will pursue 
special projects of their own choosing, in 
the main designed to reveal the status and 
needs of mental health and to develop new 
resources. 


APPOINTMENTS 


Richard P. Swigart, executive director, has 
announced the appointment of Morris 
Klapper as assistant executive director in 
charge of program for the National Asso- 
ciation for Mental Health. Mr. Klapper 
will also be responsible for certain phases 
of field operations. 

He is a graduate of the University of Ore- 
gon and has a master’s degree from the 
New York School of Social Work with a 
major in psychiatric social work. For the 
last 13 years he has been involved in various 
phases of social work administration, com- 
munity organization and program. 

For several years he was assistant director 
of the Altro Health and Rehabilitation 
Services in New York City; resident execu- 
tive director of Blythedale, residential 
orthopedic rehabilitation center for chil- 
dren, and most recently executive director 
of United Cerebral Palsy of New York City. 
He has worked closely with New York City’s 
departments of welfare, health, education, 

hospitals and mental hygiene, and is the 
author or co-author of several articles on re- 
habilitation. 
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Mr. Klapper began his duties with 
NAMH on March 1. 


Dr. Daniel Blain’s resignation as medi 
director of the American Psychiatric 
ciation, effective next September 1, has bee 
announced by Dr. Harry C. Solomon, AP. 
president. 

Dr. Blain will continue to direct s 
projects for APA. He has been medical di- 
rector since 1948. 7 

In resigning, Dr. Blain said he wished 
devote his entire attention to selected prob: 
lems that are major stumbling blocks 
further progress in conquering mental ilk 
ness. He cited the shortage of psychiatrists 
to staff mental hospitals and other commu: 
nity services as the greatest single impedi 
ment. 

No successor to Dr. Blain has been named, 
A committee of the APA council is search 
ing for a qualified person. 


A 6member panel of non-government ex 
perts is providing consultation to the Na 
tional Institute of Mental Health on the 


at Bethesda, Md. and at field stations. 

The membership of the new panel 
known as the NIMH board of scientific 
counselors, is apportioned selectively be 
tween clinical and fundamental science on 
egories to maintain balanced perspective 
Individually the board members are outi 
standing in the professional and scientifi¢ 
specialties that are represented in the Inst 
tute’s research activities, i 

In addition to reviewing the Institutes 
scientific activities, the counselors will pr 
vide the NIMH director with objectiv® 
Viewpoints and guidelines on the long-rang® 
Perspective of intramural research. í 


The members are Dr. Horace W. Ma- 
goun, professor of anatomy at the Univer- 
sity of California School of Medicine; Dr. 
John Benjamin, Child Research Council, 
University of Colorado School of Medicine; 
Dr. Stanley Cobb, Bullard professor emer- 
itus of neuropathology at the Harvard Uni- 
versity School of Medicine; Dr. Jordi Folch- 
Pi, director of scientific research at McLean 
Hospital, Waverly, Mass.; Dr. Robert F. 
Bales, associate professor of social relations 
at Harvard, and Dr. Neal E. Miller, Angell 
professor of psychology at the Yale Institute 
of Human Relations. 


MEETINGS 


Content and methods in mental education 
will be the subject of a national conference 
to be co-sponsored by the National Associa- 
tion for Mental Health, Pennsylvania Men- 
tal Health, Inc. and the American Psychi- 
atric Association. It will be held next fall. 

The assembly is conceived as a necessary 
first step toward meeting the need for a 
comprehensive and realistic appraisal of the 
educational aspects of the mental health 
movement. It will bring together fon in- 
tensive deliberations the best minds in the 
Various areas impinging on this field. 

Serving on the steering committee are Dr. 
John Perry Horlacher, chairman of the pro- 
gram evaluation project of PMH; Donald 
A. Crawford, PMH treasurer; Robert L. 
Robinson, APA public information di- 
rector; Michael Amrine, public information 
director of the American Psychological As- 
sociation, and Edward Linzer, NAMH edu- 
cation director. 

The committee is now nominating possi- 
ble participants in the conference from the 
fields of education, psychiatry, psychology, 
social work, sociology, public opinion re- 
search, theology, public health, anthropol- 
ogy and mass communications. 
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The importance of mental health in all 
programs for young people was under- 
scored in recent preliminary discussions on 
a theme for the 1960 White House Con- 
ference on Children and Youth. The dis- 
cussions were sponsored by the U. S. Chil- 
dren’s Bureau. 

White House Conferences on Children 
and Youth are held every 10 years at the 
call of the President. The 1950 conference, 
attended by more than 5,000, had as its 
theme, “A Healthy Personality for Every 
Child.” 


Five national organizations will sponsor a 
working conference on volunteer services 
for psychiatric patients June 12-17 in Chi- 
cago. They are the National Association 
for Mental Health, American Psychiatric 
Association, Veterans Administration, 
American Hospital Association and Ameri- 
can Red Cross. 

The conference will focus on the current 
status and purposes of volunteer programs, 
recruitment, training and screening of vol- 
unteers, administration of volunteer pro- 
grams and new opportunities for volunteers, 
particularly in the rehabilitation of mental 
patients. Committees are preparing de- 
tailed working papers as a basis for discus- 
sions of these topics. Following the meet- 
ing, the APA will publish a comprehensive 
report. 

A steering committee composed of two 
representatives from each sponsoring organ- 
ization is planning the conference. They 
are Mrs. Marjorie H. Frank and Miss Mary 
Mackin, representing NAMH; Dr. Daniel 
Blain and Dr. Harvey J. Tompkins, APA; 
Dr. Leon L. Rackow and James H. Parke, 
VA; Mrs. Viola Pinanski and Mrs. George 
C. Capan, AHA, and Mrs. Abbott Mills and 
Miss Phoebe Steffey, ARC. 

They have drawn up the invitation list, 
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limited to 65 professional and volunteer 
workers outstandingly equipped by knowl- 
edge and experience to contribute to the 
discussions. 

The National Institute of Mental Health 
is subsidizing the project. 


* * * 


The Family Service Association of America, 
pioneer national social agency, will sponsor 
a 3-day scientific and professional sympo- 
sium on family life in April 1959 in Wash- 
ington, D. C. Experts in the social sciences, 
mental health, demography, public assist- 
ance, education, industry, government, re- 
ligion and social welfare will take part. 

The meeting will cover such topics as 
whether the modern family is too self-cen- 
tered in its interests, trends in separation 
and divorce, to what extent families are 
gaining from new knowledge about health, 
whether social security and public assist- 
ance are adequate for poor families and 
whether the state of the national economy 
is harming everyday family life. 


PUBLICATIONS 


The National Association for Mental 
Health has published a new pamphlet 
called Glergyman’s Guide to Recognizing 
Serious Mental Illness. It was written by 
the Rev. Thomas W. Klink, supervising 
chaplain of Topeka State Hospital and is 
the fourth in a series for clergymen of all 
faiths. 

The interest of churchmen in the battle 
against mental illness has grown since the 
first of the series was published some years 
ago. It was The Clergy and Mental Health. 
Others were Ministering to Families of the 
Mentally Ill and Pastoral Help in Serious 
Mental Illness. 
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All three deal with the clergy’s responsi 
bility toward the mentally ill. The fourth 
explains 10 different signs of serious mental 
illness and illustrates each symptom with 
examples. The pamphlet stresses that diag 
nosis is not the clergyman’s responsibility, 
but the doctor's. The clergy, however, 
must know how to help the mentally ill pe 
son find care and treatment. 

The series of pamphlets has had wide 
acclaim by clergymen of various faiths. Of 
Pastoral Help in Serious Mental Illness, 
third in the series, the Rev. Henry H. Wie 
bauer, Protestant chaplain at the State Ho 
pital of Westborough, Mass., reports: “The 
Unitarian Association of this New England 
area found it the most practical material 
they'd come across, from the point of view 
of the parish clergymen.” 

The Rev. William C. Bier, associate pro 
fessor of psychology at Fordham University, 
: “The Catholic priest, not less thani 
other clergymen, will be helped by sug 
gestions contained in this simply-written, 
non-technical pamphlet, because serious 
mental illness is a common problem which 
knows no distinction of creed or color.” 

Copies of the fourth pamphlet, like the) 
others, are available from NAMH, 10 Co i 
lumbus Circle, New York 19, for 10¢ each 


The National Health Council has pubi 
lished the proceedings of its 1957 forum iff | 
a 128-page booklet called Steps for Toda) } 
towards Better Mental Health. It contains | 
major addresses by Dr. Francis J. Braceland,, 
Harold D. Lasswell, Dr. Margaret Meads | 
Gov. G. Mennen Williams, Dr. David 3: 
Allman, Dr. Jack R. Ewalt and Dr. Winfred f 
Overholser, among others, It also digest’ } 
15 discussions on helping people to meet 
crises, promoting mental health, and com” 
munity action for mental health. 


The book ranges in scope from an anal- 
ysis of the impact of mental illness and the 
mental health movement on civilization to 
such specifics as in-service training programs 
and community studies. From it the reader 
gains a broad view of the movement, an 
understanding of its various aspects and 
many “pointers to action.” 

Copies are available from the National 
Health Council, 1790 Broadway, New 
York 19, for $1.50 each. 


What is mental illness? How is it treated? 
Where? By whom? What are the chances 
of recovery? 

These and other questions are answered 
in a new 32-page booklet, Basic Facts About 
Mental Illness, by Harry Milt, public in- 
formation director of the National Associa- 
tion for Mental Health. 

Dr. George S. Stevenson, NAMH medical 
consultant, notes in a foreword that “this 

_ booklet brings together in a single publica- 
tion a comprehensive fund of basic informa- 
tion about mental illness, and in such a 

_ Manner as to maintain readability and sci- 
tific soundness.” 

The booklet describes the symptoms of 

many of the more common types of mental 
illness. The intent of the pamphlet is not 
to make lay psychiatrists or amateur diag- 
Nosticians of its readers but to enable them 
to recognize symptoms which may suggest 
referral of the individual to qualified medi- 
cal sources for help. Among the treatment 
Methods reviewed are individual psycho- 
therapy, group therapy, psychoanalysis, 
drug therapy, shock therapy and psycho- 
surgery. 

The booklet contains much information 
of value to all professional workers and 
laymen in fields related to mental health; 

_ to volunteers in mental health associations; 
to editors, reporters and writers; and to 
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trade union counselors, police and proba- 
tion officers. 

Basic Facts About Mental Illness is avail- 
able for 50¢ a copy from NAMH. 


More than 63,000 new employees are needed 
to bririg public mental hospitals up to the 
minimum standards for adequate care and 
treatment of the mentally ill. 

This is the situation reported in Fact 
Sheet No. 4, published last December by 
the Joint Information Service co-sponsored 
by the National Association for Mental 
Health and the American Psychiatric Asso- 
ciation. 

The hospitals lack 80% of the nurses 
needed, almost 64% of the social workers, 
55% of the doctors, 35% of the psycholo- 
gists and 24% of the attendants. 

The report does not lay all the blame on 
lack of funds. It notes that shortages in a 
particular category may be caused by a na- 
tion-wide shortage, by a local shortage or 
by employment practices that deter job- 
hunters. 

The report is based on an exhaustive 
study made by the Joint Information Serv- 
ice and reported in a monograph titled 
Thirteen Indices: An Aid in Reviewing 
State Mental Health and Hospital Pro- 
grams. The monograph contains 13 tables 
and 48 charts showing how the states stand 
in relation to one another as to patients per 
1,000 population, adequacy of staffs, daily 
maintenance expenditures per patient, 
number of psychiatrists per 100,000 popu- 
lation, professional man-hours in outpatient 
clinics, yearly per capita expenditures for 
mental hospitals, maintenance expenditure 
as percentage of total state expenditure and 
personal income, per capita total state gen- 
eral expenditure, per capita total state gen- 
eral revenue and per capita personal in- 
come. 
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Twelve of the 13 tables are based on 1956 
data. There are individual charts for each 
state. 

Copies of Thirteen Indices are available 
from NAMH for $1 each. 


Typical personality types found in every 
office and factory are described in a new 
112-page illustrated handbook for super- 
visors, Human Understanding in Industry. 
It was written by Dr. William C. Menninger 
and Dr. Harry Levinson, both of the Men- 
ninger Foundation, to help supervisors un- 
derstand how the human personality func- 
tions. 

A separate leader’s guide makes practical 
suggestions for a series of meetings. 

Both handbook and guide are available 
from NAMH, 10 Columbus Circle, New 
York 19. The handbook is $2.25, the guide 
50¢. 

Another new pamphlet to help super- 
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visors understand their employees’ em 
tional upsets is Emotional First Aid on th 
Job. It was written by Dr. Levinson 
is reprinted from the Menninger Quarter 
Copies are available for 10¢ each 
NAMH. 


The National Association for Mental 
Health has published a revision of one 
the classics in the field of mental health ed- 
ucation. It is Do Cows Have Neuroses? 
The booklet, long a favorite with th 
general public, tells how normal, neurotic 
and psychotic behavior differ. The com 
cluding section suggests ways for a trouble¢ 
person to find help. The booklet’s readable 
text and amusing illustrations make it 
widely useful to schools and organizations 
of all kinds, : 
Copies are available for 25¢ each from 
NAMH, with special prices for quantity 
lots. 3 
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IJA N. KORNER, Pu.D. 


Mental illness has been recognized as a ma- 

_ jor social problem. As such it is the sub- 
ject of many professions, combatted by 
“Many organizations, discussed by millions 
_ of people. As health represents the oppo- 
_ ‘Site of illness, mental health emerged as an 
area of concern equal to the one of mental 
_ illness. It is taken for granted that the two 
represent one continuum with mental 
health and illness occupying the opposite 
poles. This method of viewing the prob- 
w lem is semantically correct and appears logi- 
~ cal; in fact, so much so that only recently 
doubts have arisen whether this is not the 
i ons way of looking at it. Could it be 
_ that mental illness covers a variety of differ- 
ent phenomena, some of which are related 
to mental health and others not? For ex- 
| ample, does the loss of mental health always 
result in mental illness? Does recovery 

` from | mental illness mean that the individ- 


Mental health 
versus 


mental illness 


ual is mentally healthy? Increasingly it 
has become evident that the logical dicho- 
tomy, mental health—mental illness, creates 
considerable confusion and contradiction, 
Many an observation of human behavior 
makes little sense when viewed as a point 
on the health-illness continuum. It there- 
fore becomes necessary to attempt to re- 
place the present-day conceptualizations 
(health-illness dichotomy) with different 
ones, in the hope that a new, better fitting, 
more logical order between observations 
will result. 

In the following paragraphs, some argu- 
ments will be presented with the purpose of 
establishing different continua by which to 
order observations. No claim is made that 


Dr. Korner is chief of the psychology section and 
associate professor of psychiatry at the University 
of Utah College of Medicine. 
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the speculations are either new, factual or 
true. The sole purpose of the speculations 
is to permit new polarities which, when ap- 
plied to observations, will reduce the num- 
ber of confusions and unclarities which 
beset the mental health-illness frames of 
reference. 

Recent progress in the understanding and 
treatment of mental illness has been partly 
due to the demonstration around the turn 
of the century that mental illness was not an 
isolated phenomenon, that illness in many, 
but not all, ways represented deviation from 
normality. At present it may prove fruit- 
ful to emphasize less the common denomi- 
nator and to stress more of the possible dif- 
ferences between the states of mental health 
and mental illness. 

In the following, it is postulated that 
mental health and mental illness represent 
two separate and distinct entities which re- 
quire the ordering of facts along two differ- 
ent continua: (1) the mental health con- 
tinuum with the polarities of “mental 
health-mental injury”; (2) the mental ill- 
ness continuum with the polarities “sus- 
ceptibility to mental illness-mental illness.” 
Individuals who are ranked on the “suscept- 
ible-mentally ill” continuum will be desig- 
nated as “infirm,” those on the “mentally 
healthy-mentally injured” continuum as 
“healthy.” 

It is hypothesized that mental health is 
represented by an individual whose psychic 
organism is capable of performing a variety 
of fundamental tasks in an adequate man- 
ner. The criteria for adequacy must be 
broken down into two main components: 
one, the individual’s subjective experiences 
expressed in statements such as “I am fairly 
happy,” “life is all right,” “that’s the way 
life is,” etc.; two, the standards of society 
which demand that an individual should 
not demonstrate in public “undue” unhap- 
piness, pain or stress. Notice that society 
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does not prescribe individual degrees of sa 
isfaction but rather limited degrees of 
dom to express dissatisfactions. The healthy 
(which does not necessarily mean normal) 
psychic organism provides, among other 
functions, for adequate emotional satisfac 
tion, as well as reasonable safeguards against 
emotional stresses. When the stresses be 
come too great and transgress the capacities 
of a given psychic organism to ward off the 
environmental intrusions, the organism will 
break down. This is part and parcel of a 
well functioning organism demonstrable in 
all areas of biological functioning. It is 
equally demonstrable and is the essence of 
a healthy organism that following a break- 
down of its structure it will immediately at- 
tempt a variety of adjustments until resti- 
tution is accomplished. 

A bereaved person will grieve and his 
despair may drive him into despondency, 
but while he is thus incapacitated the bene 
ficial processes of repression will dim the 
power of memory. The pain will slowly 
ebb and peaceful, temporary indifference 
may aid the recovery. The combat soldier 
overwhelmed by fears and tension and 
hunger and sleeplessness may retreat into 
physical illness or his thinking may demon: 
Strate mental aberrations. But simultane 


ously he replenishes his ego and with some 


sleep, some food and some human under 
standing he resumes the burdens of facing 
up to his inhuman task. 

The ceaseless struggle for restitution, for 
adjustment and recovery, is what constitutes 
health. The fact that a breakdown has 0¢ 
curred represents nothing but a special in- 


cident in the process of living. The healthy | 


man can become temporarily incapacitated 
as the result of undue stress; his recovery, 
depending upon circumstances, may requirė 
various amounts of time; his symptomatol- 
ogy may resemble the one displayed by thé 
mentally ill—but here the similarity rests 


The healthy will spontaneously provide for 
his own recovery; he will eagerly respond 
and accept all help offered to him; he will 
follow all the possible paths toward health. 
For the purpose of describing the state of 
breakdown of the mentally healthy person, 
the term “mentally injured” will be used 
to distinguish this group from the “men- 
tally ill.” 

The “mentally healthy’ man is seen 
rarely by those studying mental illness. He 
usually treats himself successfully. To cite 
an example: If he is depressed, he will 
think about possible causes. Consciously 
and/or unconsciously he will find the source 
of discomfort. Unable to establish cause 
and effect relationship, he may divert his 
discomfort. If unsuccessful, he will seek 
professional help. He rarely needs but a 
few hours of contact to cope with his prob- 
lems. He is more often counseled than 
therapized. If his situation is aggravated 
to the point of contact with the mental ill- 
hess specialists, he frequently recovers 
quickly. ‘This situation gives rise to the 
confusion centered around the problem of 
“spontaneous recovery.” 

To use an analogy, the “mentally in- 
jured” man resembles an individual physi- 
cally ill who has suffered injury in the 
form of a broken bone or an invasion by 
a bacteriological agent. The organism’s 
reaction will be a vigorous and healthy one, 
the bone will mend, the invader will be 
attacked by agents mobilized within the 
body. 

The second continuum postulated is 
“susceptible-mentally ill.” This concept is 
based on the assumption that a large group 
of individuals lack the quality of continual 
and spontaneous self-recovery. This may 
be due to a variety of causes: hereditary, 
genetic, developmental, structural and 
others. The one to be emphasized here 
Consists of weaknesses or defect in the struc- 


Mental Health vs. Mental Illness 


KORNER 


ture of the psychic apparatus. Such an 
individual may by chance or design have a 
life pattern where stress is minimal. He 
thus may never become sick, is never seen 
by the mental-illness specialists, As an ex- 
ample, let us consider a truck driver with 
severe personality disturbances—in psychi- 
atric terms, an ambulatory schizophrenic. 
The occupation of truck driving keeps him 
steadily on the road. For weeks on end he 
sees his family on occasional weekends only, 
minimizing the pressure of close emotional 
ties. He is mostly alone when driving. He 
is constantly on the move, on the move from 
his internal pressures. Only in this specifi- 
cally suitable environment can he live at a 
precarious peace with his environment. In 
the terms of this paper, he is “infirm.” 
Recent studies 1 have demonstrated that 
there exists in the population a large num- 
ber of individuals who resemble greatly 
mentally ill people in the mental hospitals. 
What keeps these individuals outside of the 
hospital is a fortuitous arrangement of liv- 
ing conditions, permitting a precarious bal- 
ance between their defective response to 
stress on the one hand and selected stress- 
free environment on the other. If this bal- 
ance is upset, the result is recovery-resistant 
mental illness. The mentally ill person 
lacks the driving quality of self-recovery 
which permits numerous patterns of adjust- 
ment to be explored until the one fitting 
the situation is discovered. This lack need 
not be, necessarily, one of inability to create 
adequate adjustment patterns; it may rest 
in the lack of strength to apply and adhere 


1Nyla J. Cole and others, “A Survey Assessment of 
Mental Illness—Community Rates. Attitudes and 
Adjustments,” presented at the annual meeting of 
the American Medical Association June 12, 1956 in 
Chicago. 

Dorothea C. Leighton, “The Distribution of Psy- 
chiatric Symptoms in a Small Town,” American 
Journal of Psychiatry, 1129, 1956), 716-23. 
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to potentially successful adjustments. Such 
an instance is demonstrated by an “infirm” 
who has knowledge of the fact that he uses 
fantasy as a replacement for reality but who 
lacks the strength to forego one and trust 
the other. Whatever the causes, the men- 
tally ill man does not recover by his own 
efforts. On the contrary, he is unable to use 
help offered to him; he is resistant to im- 
provement. 

Using again an analogy, the mentally ill 
person may be perceived as an individual 
whose bones, once broken, show no inclina- 
tion to knit, whose organism does not 
mobilize to combat and eject foreign bac- 
teriological invaders. Osteoporosis is a con- 
dition within the organism, independent of 
the individual breaking a leg. Occasionally 
an accident may lead to the discovery of a 
permanent, existing condition. The poten- 
tially mentally ill person—that is, the in- 
infirm man (who may be normal according 
to all social criteria) who lives within the 
limits of his stress tolerances—is always sus- 
ceptible though he never may become actu- 
ally mentally ill. 

Both the infirm and the healthy to a 
different degree can endure stress, can break 
down, can present similar symptomatology 
in the course of the breakdown. What dif- 
ferentiates them is their reaction to the 
breakdown. For the healthy it represents 
a transitory state of reduced adjustment; 
for the infirm it marks the aggravation of 
his chronic state. For the healthy, the 
breakdown marks a state of reduced health; 
for the susceptible it often means the onset 
of overt chronic illness. The conclusion 
emerging implicitly from this formulation 
states that the healthy, barring toxic or ex- 
traordinary environmental stresses and ex- 
cepting metabolic or physiological changes, 
never will become mentally ill. Con- 
versely, the infirm, barring extraordinary 
therapeutic or other interpersonal influ- 
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ences never can spontaneously gain meni 
health. Whether this outgrowth of our 

sumption corresponds to fact is open to di 
bate. On the other hand, for the purpo 
of investigation, such a hypothesis is tenable 
and possibly even desirable. 

The contemporary criteria of distinguish: 
ing between absence and presence of men- 
tal illness are many: to mention only a few, 
reality testing, degree of regression, logical 
categories, stimulus-boundedness and more. 
In the preceding paragraphs the concept of 
“self-recovery” versus “non-recovery” was 
discussed as an added and possibly useful 
criterion of differentiation. It is postulated’ 
that this criterion is based on the assump- 
tion that self-recovery is the consequence of 
a fundamentally intact organism, while 
“non-recoverability” is the result of def 
ciencies and/or lacks in the growth and de: 
velopment of the psychic structure. The 
observation of phenomena, which at present 
is done under the one heading of mental 
illness, should be expanded into two and 
possibly more categories. 

The large number of spontaneous Te 
coveries of so-called mentally ill people, ie 
ported by all investigators, tends to indi: 
cate that in the terms of this paper the 
number of “mentally-injured” people is 
very large while the number of those be 
longing in the “infirm-mentally ill” cate: 
gory is much smaller. Under the strain 
and stress of modern living, our society does 
not become progressively more insane 
rather, individuals have more mental acci- 
dents than they used to have—not unlike 
the fact that more cars, better roads and 
more horsepower produce more car acti 
dents. 

By emphasizing to the mentally healthy 
that he must preserve his health because, 
the alternative is mental illness, he is mis 
informed. His efforts are guided into the 
wrong direction, for his danger lies not 1 


becoming ill. In fact, by being cautioned 
only against the nemesis of mental illness, 
he is being deceived about his real danger, 
which is chronic, incapacitating malfunc- 
tioning. 

The healthy man who is familiar with 
the symptoms of mental illness may reason, 
“I know I am not mentally ill; therefore, I 
am healthy.” Instead he may be in be- 
tween health and injury. Let us call the in- 
dividual who is not healthy but at the same 
time far from injured—the handicapped. 
The handicapped may live his life beset 
with neurotica but he learns to tolerate 
and accept them. Potentially productive, 
he may waste his energies in struggling with 
his emotional impediments. He may never 
experience happiness, being satisfied with 
the absence of disturbance; he may co-exist 
with his wife and family rather than live 
with them; he is never quite satisfied, fre- 
quently tired, never happy, never quite un- 
happy. The mentally handicapped man is 
rarely seen in the office of the psychiatrist; 
he is filling the waiting rooms of physicians 
presenting a host of somatic symptoms. 

It is difficult to estimate the number of 
individuals who fail to achieve minimum 
standards of mental health. As yet, society 
fails to establish standards of emotional 
efficiency and well-being comparable to 
those set for physical well-being and health. 

In terms of research the necessity of sepa- 
rating mental health problems from mental 
illness problems is even more imperative. 
Studies dealing with various groups of men- 
tally ill people number in the thousands; 
the number of studies on normal healthy 
functioning individuals published by psy- 
chologists and psychiatrists is below a hun- 
dred. Basic research in that direction has 
been undertaken by the Armed Services. 
Some research done in the field of education 
contributes to an understanding of healthy 
functioning. While the money allocated 
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for mental illness has increased greatly, 
money for mental health research is hard to 
obtain. 

In teaching, the situation is similarly one- 
sided. Clinical psychologists, psychiatrists, 
psychiatric social workers, nurses and many 
other professionals are grounded in ab- 
normal behavior associated with mental ill- 
ness, The courses in mental hygiene of- 
fered at present by many curricula consist 
in the main of material structured toward 
or gained from mental illness perspective. 

The mental-illness specialist is faced with 
two different challenges: (1) the treatment, 
widely studied, of the mentally ill; and (2) 
the problem of the mentally injured. The 
latter, diagnostically and therapeutically, is 
still identified as a special case of mental ill- 
ness rather than as a condition of diagnosis 
and treatment on its own, It may well be 
that radically different therapeutic proce- 
dures will emerge from each group. Thera- 
peutic procedures of benefit to the mentally 
ill may be detrimental to the mentally in- 
jured, and vice versa. Prolonged hospital- 
ization may be required for the mentally ill, 
but may be damaging to the injured. Inten- 
sive post-hospitalization care may be indi- 
cated for the ill, but counter-indicated in 
the convalescing injured. The sensitive ill 
may require protection from the harsh en- 
vironment; the injured may require earliest 
exposure to it. Many examples could be 
provided from existing clinical practices fit- 
ting into this scheme of thinking, instances 
where treatment decisions are based on con- 
sideration of the patient’s fundamental 
personality structure. 

The mental health specialist, according 
to the ideas expressed in this paper, can 
enter the social scene only when mental 
health is recognized as a social and scientific 
problem in its own rights and merits. Once 
the division is accomplished, numerous pro- 
fessions will enter into the training of the 
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mental health specialist. Foremost among 
them, it is hoped, will be the psychologist. 
This trend in psychology emerges clearly 
from the Stanford Conference on Psychol- 
ogy and Mental Health held in 1955.2 


SUMMARY 


Viewing mental health and mental illness 
as Opposite poles of the same continuum has 
resulted in considerable confusion and con- 
tradiction. This viewpoint has tended to 
impede progress in the understanding of 
mental health. 

This article postulates that mental health 
and mental illness represent two separate 
and distinct entities which require the or- 


PR 8 SN 0 ea ES ee 
2Charles R. Strother (ed.), Psychology and Mental 
Health (report of the Institute on Education and 
Training for Psychological Contributions to Mental 
Health held at Stanford University in August 1955), 


Washington, American Psychological Association, 
1956, 
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dering of facts along two different continua; 
a mental health continuum with polarities 
of “mental health-mental injury” and a 
mental illness continuum with polarities of 
“susceptibility to mental illness—mental ill- 
ness.” It is further postulated that a per 
son because of genetic or early environ: 
mental factors will place on one or the other 
continuum. If he places on the “mental 
health-injury” continuum, then (1) he will 
never become mentally ill unless extraordi- 
nary circumstances intrude; and (2) he has 
the power of self-recovery from stress. If 
on the “susceptible-mental illness” con- 
tinuum, he lacks the ability to recover spon- 
taneously when and if he becomes mentally 
ill (barring extraordinary therapeutic influ- 
ences). Radically different educational, 
therapeutic and follow-up procedures may 
be indicated for each group. 

Mental health as a workable social and 
scientific goal can emerge only after it has 
been clearly separated from the problem 
of mental illness. 


ALBERT V. CUTTER, M.D. 
ELSA A. MILLER 


The interpretive and summing-up 
process with parents during and 


after diagnostic 


The staff of the Guidance Center of Buffalo, 
in its diagnostic studies of emotionally, 
physically or mentally deviant children, 
early became aware of the large number of 
parents who had been running from one 
diagnostic facility to another, sometimes 
over a period of years, unable to accept the 
professional advice they had sought. Since 
many of the previous studies had been made 
by reputable diagnosticians, parental in- 
ability to accept the findings could not be 
explained solely on the basis of inadequate 
diagnosis or parental distortion. There 
were times when there had been incomplete 
or inadequate diagnosis or when explana- 
tions to parents had been too brief or too 
technical, but these were ata minimum. A 
careful study of cases that did not fall into 
that category revealed that the greater part 
of parental inability to accept diagnostic 
findings was based on certain underlying 
dynamic considerations within the family 
constellations. 

A generalization that can be made is that 
parents intuitively sense that their child is 
mentally or physically different or severely 
emotionally disturbed. They develop in- 


studies of children 


tense feelings of failure and personal inade- 
quacy. The presence of the child in the 
home furthers these feelings. The parents 
react in accordance with their individual 
and collective security and maturity. Ma- 
ture parents, though hurt, are able ade- 
quately to accept the child and meet his 
physical and emotional needs. Less ma- 
ture parents, or parents who have conflict 
in their relationship, react quite differently. 
They have normal parental feelings for the 
child but feel guilty because of incomplete 
or ambivalent acceptance of the child’s con- 
dition. The child may appear to be normal 
in specific respects and deviant in others. 
The parents have difficulty in equating the 
differences of functioning. They are con- 
fused by this and by hollow reassurances 
of relatives and well meaning friends. They 
witness failure of their many efforts to meet 
the needs of the child. The repeated frus- 
trations lead to mounting negative feelings 
and to a parent’s giving up in some situa- 
tions. The guilt, anxiety and confusion call 


Dr. Cutter is medical director and Mrs. Miller chief 
psychologist at the Guidance Center of Buffalo. 
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forth self-protective defenses which par- 
tially block him from giving freely of him- 
self to the child or to the other parent. One 
parent may play down observed signs of 
deviation in attempting to make things 
easier for the spouse and for himself. How- 
ever, the similarly upset spouse may inter- 
pret this as indifference, callousness or lack 
of concern, and react strongly. One parent 
may claim complete blame for the condition 
and bear the burden in masochistic fashion. 
He may so dote on the child that the other 
parent reacts to feeling shut out of his own 
family. The child in turn reacts as if he 
interprets as rejection the well-intentioned 


but inadequate supply of love, acceptance, 


and understanding. Thus the stage is set 
for conflict in the relationships in the 
family. 
In attempting to handle mounting feel- 
ings people characteristically present a wide 
_ variety of defensive patterns. We could 
roughly classify in three groups the parents 
of the children studied: 


© Those who protest that the child is nor- 
mal. Fathers seem to protest louder than 
mothers. The parents may subject the 
child to undue educational and social pres- 
sures, and involve him in cultural pursuits 
far beyond his capacity. For example, a 
severely mentally retarded, brain damaged 
and somewhat physically handicapped girl 
Was put into a dramatics and dancing class. 
The teacher finally forced the protesting 
parents to remove the child. The parents 
continued to pressure other teachers to take 
the child into a class of normal children, 

This group of parents seems to use denial 
or reaction-formation-like ego defenses 
against recognition of the handicapping 
condition, These are primarily for their 
individual self-protection and for the pro- 
tection of family status in society. They 
are afraid to face the marital partner or so- 


322 


ciety with their true awareness for fear 
hurting the spouse and possibly receive 
deeper narcissistic wound in return. 
show of overprotectiveness is actually n 
protective in that the limited child is fo 

to function as a normal child. These par 
ents are as a rule very inconsistent in thei 
handling of the child. Many of the chi 
dren are as anxious and confused as 
the parents, and evidence reactive or deeper 
emotional disturbance. { 


© Those parents who accept that there is 
something wrong with the child, but who 
hold to a diagnosis that is hopeful or emo 
tionally acceptable. The parents of Paul, 
a 7-year-old, held that he was physically and 
intellectually normal but that he was an 
emotionally disturbed child. Study 1 
vealed the boy to be brain damaged and 
severely mentally retarded. 

The parents of this group hold to a con 
dition which is more ego acceptable to 
them and which may be treatable. Through 
their protestations they evidence insecuti 
ties and intolerance of the true findings 
However, they reveal their true awareness 
of the condition as they describe the child 
The parents of Paul, while still protesting 
presented an accurate picture of the brait 
damage and the mental retardation. They 
were very upset at having given birth to@ 
severely impaired child. For self-protecto 
they partially blinded themselves by saying 
symbolically, “Paul is not severely impaired 
He has a condition which is reversible. ‘ 
got him into this and we can help him 

With parents of this group there is a basi¢ 
Psychological dynamic for denial of reali- 
ties. They do not protest that the child 3 
normal and they do protest that there ® 
something wrong with the child. However 
they do not find the true diagnosis tolerable: 
They substitute for it one which is mor 
acceptable and not so final. 


oO 


© A few parents are overly accepting of the 
diagnosis. They force the symptoms on 
society and on the diagnostician. There is 
so much pressure to “tell all” that one gets 
the feeling that the parents are talking 
about something inanimate—a symptom. 
The empathy for the child has been blocked 
by the narcissistic blow of discovering that 
the child is “different.” For self-protection 
the parents seem to say, “We know that 
our child has this condition. We know all 
about it and accept it. We are doing every- 
thing possible to help him. Our actions 
and understanding show that we love, un- 
derstand and fully accept him. You can’t 
and shall not tell us anything.” This is a 
surface reaction aimed at disarming and 
fending off others. It helps the parents to 
retain their disturbed status quo. The 
natural parental feelings are present, but 
are submerged and bottled up. 

For example, the parents of Sally, an 8- 
year-old girl, asserted that she was normal 
except for her blindness. They brought 
out supporting evidence and in a very in- 
tellectual way talked on blindness and all 
that they had done for Sally. As they 
talked about Sally herself, and as they were 
seen with the girl, a coldness and distance 
was felt in the relationship which had es- 
sentially become a relationship between the 
parents and “blindness” rather than be- 
tween the parents and Sally. 

There is both overlapping and variety of 
dynamic patterns in the three groups listed, 

` but a common factor that emerges is the 
anxiety and fearfulness these parents have 
in facing the diagnostic findings. They 
want and appreciate an honest and sincere 
Statement of findings in their child but 
have been psychologically unable to absorb 
or apply the findings. Thus they become 
“shoppers”—that is, they are “shopping” 
ostensibly for a diagnosis of their child but 
in reality for help for themselves. 
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Recognition of the dynamics of the par- 
ental disturbance in these cases suggested a 
diagnostic approach which has proved to be 
a satisfactory method of preventing “shop- 
ping” in most cases. This paper represents 
the fruits of five years of self-critical study 
and practice in over a hundred such cases. 


THE DIAGNOSTIC PROCESS 


The diagnostic process consists of the child's 
being seen by the psychologist, psychiatrist 
and varied consultants as needed to gain 
a full understanding of the condition in the 
child. The psychologist sees the child in 
three or four or more sessions in admin- 
istering a battery of psychological tests. 
The child’s intellectual capacity, with the 
range, present level and possible potential 
of functioning, is ascertained if possible. 
Specific learning problems and special abili- _ 
ties and disabilities are studied. Ego 
strengths and weaknesses and total person- 
ality functioning are evaluated. The psy- 
chiatrist sees the child in from one to three 
sessions in gaining a clinical impression of 
the degree of emotional upset, and in doing 
a cursory physical and neurological exami- 
nation. The child is referred to consultants 
or clinics for special studies indicated by 
our evaluation of the child. 

In most cases, the parents are involved 
in the diagnostic process through meeting 
with a psychiatric social worker or with 
the psychiatrist during each visit of the 
child with a diagnostician. Some criteria 
of selection of the staff member to work 
with the parents are these: the level of skill 
required, the degree of disturbance in the 
individual parent, the degree of disturb- 
ance in the parental and parent-child rela- 
tionship, the complexity of the medical as- 
pects of the problem, and the feelings the 
parents have toward the medical profession. 

The approach to the parents is not one 
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of history getting; it is, rather, one in which 
they become deeply involved. The parents 
are helped to reveal, examine and gain an 
understanding of their anxieties, fears and 
confusions in relationship to their own dis- 
turbed feelings and the feelings provoked 
by the child and his condition. This is ac- 
complished through the worker's dynami- 
cally pointing up the expressed or implied 
feelings which become evident during the 
interview. Also, the parents are helped to 
bring out their true awareness of the child 
as the worker utilizes information trans- 
mitted by the diagnostician in brief confer- 
ences following each contact with parents 
and child. Similarly, the diagnostician may 
utilize with the child dynamic material 
gained from the parents and from the di- 
agnostic evaluation. The brief conferences 
serve to keep the process constantly inte- 
grated. By the end of the diagnostic proc- 
ess parents have faced and gained under- 
standing of their problem and that of the 
child. Thus they are prepared for full ac- 
ceptance of the diagnosis and recommenda- 
tions. 

The summing-up interview with the par- 
ents follows an evaluation conference in 
which the findings of the various staff mem- 
bers are integrated. The psychiatric social 
worker, psychiatrist or psychologist may in- 
dividually or in combination meet with the 
parents. In this interview the social, emo- 
tional, intellectual and physical findings 
are shared and fully discussed with the par- 
ents. At the close of the interview the 
parents are helped to outline recommenda- 
tions. Conferences may be held with 
schools, social agencies, physicians or others. 
Contact is kept with the family through 
follow-up at stated intervals, and in some 
cases a re-evaluation is recommended after 
a specific lapse of time, 

To illustrate this process, two cases are 
presented with the focus on the work with 
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the parents. Implicit in the illustrati 
are the dynamic considerations present 
earlier. These must be understood by 
worker if the process is to be helpful. 

first case is about a child with a host 
physical symptoms which, we found, sprang 
from an underlying emotional disturbance, 
The second is about a child found to 
severely retarded mentally whose parents 
had previously protested her normalcy de 
spite a variety of diagnoses to the contrary, 


CASE ONE 


Billy C, a 9-year-old boy, was referred by a 
neurologist for study. The neurologist had 
seen the boy for possible psychomotor epi- 
lepsy but clinical findings were negative 
The boy had been seen by 56 doctors, had 
been in 4 hospitals and in 2 institutions, 
and had been followed in clinics. There 
were repeated complaints of sore gums, 
Sore throat, sore ears, headaches, sleep diff- 
culties, temper tantrums, bedwetting, soil- 
ing, tearing of the eyes, pain and bloating 
of the stomach, refusal to go to school and, 
more recently, “spells” which had been di 
agnosed as psychomotor epilepsy. 

The parents were confused, fearful and 
discouraged about their son. They wer 
sure that he had epilepsy, a brain tumor 
and leukemia. For years they had feared 
Billy would die. They excused their la 
and ineffective discipline on the basis of 
their fears saying, “We are afraid to upset 
him. We know he’s sick. It’s better to 40 
nothing than to possibly kill him.” Ang 
with doctors and hospitals, they said, “They 
give us the run around and don’t tell a 
the truth. They take our money, though: 
The medical expenses had mounted rapidly 
and indebtedness was now at about $8,000: 
The father was forced to work at extra jobs 
and his income was such that he was not 


eligible for public assistance. Neither par- 
ent evidenced insight into the why of the 
boy's behavior. Review of voluminous 
medical reports showed no medical basis 
for the many complaints. 

The present pattern was one of Billy's 
being sick each morning at school time. 
He had coughing spells or complained of 
sore throats, headaches or stomachaches. 
The parents could not understand the 
morning sicknesses because “Billy is a bril- 
liant boy and loves his teacher and school 
work.” During the day he had “spells” in 
which he ran wildly about the house. The 
mother was unable to stop him. On a 
couple of occasions Billy stopped long 
enough to talk his younger brother into 
joining him. The spells did not occur 
when the father was at home. 

The decision in an intake conference was 
for the psychiatrist to meet regularly with 
the parents while Billy was being studied. 
The decision was on the basis of the pa- 
rental confusion, the medical aspects and 
the feelings the parents had toward the 
medical profession. 

The diagnostic process for Billy consisted 
of his being seen by the clinical psychologist 
in four sessions and by the psychiatrist in 
one formal interview and briefly on several 
other occasions. Psychological tests admin- 
istered were the Stanford Binet (Form L, 
1937), WISC performance tests, Draw-a-man 
and other drawings, Symonds picture test, 
Bender gestalt and Rorschach. 

In the first contact with the parents the 
Psychiatrist stayed within the content re- 
vealed in referral and in the intake inter- 
view. Billy complained of bloating of his 
Stomach and was seen briefly by the psychi- 
atrist, who could find nothing of physical 
Significance. After this first clinic visit by 
child and parents, the psychiatrist and psy- 
chologist discussed their preliminary find- 
ings and feelings in a brief conference. The 
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tentative feeling gained was that Billy was 
of dull normal intelligence, that he used his 
physical symptoms as a possible defense 
against facing failure in school, and that 
the parents were completely confused by the 
controlling behavior and hollow threats. 
During the second contact with the par- 
ents the findings and impressions were used 
in helping the parents to a realistic ap- 
praisal of Billy. For example, the parents 
had claimed that Billy was brilliant. They 
were asked, “In what ways is Billy brilli- 
ant?” and “Does Billy seem to be quick in 
book learning or is he better with his 
hands?” The parents talked back and forth 
in response to the questions and the father 
finally said, “He’s like me. I was always a 
good talker but I had a hard time learning 
from books. Like me, Billy is good with 
his hands. He can take things apart and 
put them together again. He is a big help 
around the house if he wants to be.” Both 
parents went further in expressing their 
false hope that Billy would fulfill their 
own unfulfilled educational desires. 
Similarly, the question of “sickness” was 
gone into. “How sick a boy is Billy?” “Do 
you think that his spells are epilepsy or 
that he has some hidden disease?” After 
considerable discussion shared by father, 
mother and psychiatrist, the father said, 
“Billy doesn’t like to go to school. He has 
a hard time keeping up. He’s gotten him- 
self way behind. He knows how scared his 
mother is. All he has to do is cough or hold 
onto his belly and she puts him to bed and 
calls the doctor. I have told her and told 
her that there is nothing wrong with Billy, 
but she won’t listen.” The mother came 
back strongly, “I know there’s nothing 
wrong with him, but if I try to force him 
to go to school or do some work he has one 
of his spells or fights me. I’m afraid he 
will hurt me, himself or his brother. He 
gets so wild, and he’s getting big.” She 
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paused. “You're a big help—never at home 
when I need you. And when you are there, 
all you do is sit around and read the paper. 
Can't you see that I need your help?” 

Their recognition that Billy was “using” 
symptoms, that they had negative feelings 
in their relationship, and that the father 
had given up at home was gone into 
extensively. 

After this second clinic visit a brief inte- 
grating conference was held. The psychol- 
ogist revealed confirmation of dull normal 
intelligence. She had utilized the findings 
and the tentative feeling arrived at the 
week before. To her questions and com- 
ments Billy was able to bring out the why 
of his dislike for school, to express his feel- 
ing of a lack of unity in the home, and to 
admit to use of physical symptoms as an 
escape. The psychiatrist shared what had 
gone on with the parents. He brought out 
his feeling that the parents were making 
good use of the interview situation, that 
they were realistically facing the problem, 
and that despite a show of negative feelings 
there was a basically strong relationship 
between father and mother. 

The third contact with the parents went 
further into discussion of the findings and 
into the ambivalent feelings in the relation- 
ship between father and mother. They 
vented their terrifically negative feelings 
toward doctors. The fears of death dated 
to the boy’s infancy. He had had “bloody 
flux” and pneumonia. He was expected to 
die and the parents were told that if he 
should live he would always be weak and 
“not quite right.” Billy later had glandu- 
lar enlargements and an abnormal blood 
picture. The boy was said to have leu- 
kemia. The parents had a friend who died 
of this. Now, with the Spells, they were 
told that the boy had epilepsy with this 
possibly being caused by “something going 
on in his brain.” The parents projected 
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full blame for their confusion onto doctors 
and hospitals. 

The psychiatrist pointed out that doctors 
were partially to blame, but that the pat 
ents themselves had a part in adding com 
fusion to their confusion: “Not only have 
you confused yourselves through your lack 
of confidence in doctors and your running 
around, but you have certainly conf 
and very possibly angered doctors.” } 
parents discussed this and the father 
summed up the discussion by saying, “We 
have made lots of doctors mad at us and 
they were right. We didn’t give them a 
chance. I guess we just lost our heads.” 

Third contact with the psychologist mo 
openly revealed the pattern of escape from 
failure. When faced with difficult materia 
Billy began to cry and complained that his 
head ached, his stomach felt funny, and 
that the watering of his eyes made it im 
possible for him to see the work. The 
psychologist faced Billy with what was going 
on and the boy was soon applying himself 
to the tests. In discussing his spells h 
brought out, “I don’t have the spells when 
I don’t need them.” To inquiry he eni 
larged on this by saying that at times the 
physical symptoms were not enough to gaill 
his end; he therefore resorted to spells 
which “scare mother.” He said that he 
didn’t have the spells when his father 
at home—“he would lick me.” 

Again a brief conference was held to 
integrate the findings. 

The fourth session with the parents weni 
more deeply into the breakdown in the p? 
rental relationship and their ambivalent 
lationships with Billy, and the findings © 
the psychologist were utilized in helping thé 
parents to a realistic picture of their so™ 

In the fourth session with the psycholo 
gist Billy revealed full awareness of his us 
of physical symptoms and said that already 
he did not have so strong a need for thes 
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His mother did not scare so easily and she 
was now disciplining him for his misbe- 
havior. Also, he was now going to school. 
The revelations tied in with the personality 
tests, which showed a pattern of immaturity 
and of reaction to upset in his milieu. 

The clinical impression of the psychi- 
atrist very closely approximated the find- 
ings of the psychologist. 

A staff evaluation conference was held to 
integrate the total findings and to set forth 
recommendations. It was felt that the par- 
ents should be seen in another interview 
or two and that this case should be care- 
fully followed up. The family physician 
and the school should be helped to under- 
stand the problem. It was felt that the 
further work with the parents would solve 
the problem and that Billy was not dis- 
turbed to such a degree as to require treat- 
ment. 

The next meeting with the parents was a 
summation interview in which they were 
helped to bring out their full understand- 
ings of Billy and the part their parental 
anxieties played in his symptomatic picture. 
A full interpretation of our findings was 
then given. The parents expressed great 
relief and the feeling that for the first time 
the boy had really been studied and that 
they had been given true findings. They 
also felt they had profited by sharing and 
gaining an understanding of their anxie- 
ties, fears, confusions and resentful feelings. 
The parents were helped to arrive at 
recommendations, 

The findings were shared with the school, 
the neurologist and the family doctor. The 
school welcomed the findings as fitting in 
with a realistic picture of the boy as they 
saw him. 

The parents were met with on several 
occasions for a continuation of the process. 
Three months after closing the case the 
father reported that the mother and a new 
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baby were doing well. Billy had had no 
symptoms for two months, was attending 
school regularly, was a far happier boy and 
was responding well to parental leadership 
and discipline. The father, “now able to 
think,” had worked out plans for financing 
his debts. With this he was able to ease up 
on work and spend more time at home with 
the family. Subsequent follow-ups indicate 
that Billy is progressing as expected in 
school. At home “he is no angel, but he is 
like most boys of his age.” 


CASE TWO 


Barbara S, an 8-year-old white girl, was re- 

ferred by a pediatrician, who stated that the 

father and mother had a serious problem 

with the girl and with their own relation- 

ship. The father, a physician newly ar- 
rived in Buffalo, wanted the girl placed in 

a public school. He had run into some “red 

tape” because of some medical reports he 

presented. The school wanted further data 

on the girl. The pediatrician learned that — 
the girl had been studied for possible deaf- 
ness, brain damage, mental retardation, 
aphasia, speech difficulties and endocrine 
disturbance, and for possible emotional dis- 
turbance. The parents argued and were 
very contradictory in what they brought 
out. 

The medical reports were reviewed be- 
fore the parents were seen. At no point 
had an integration of the reports been 
made. The parents had gone to many 
outstanding clinics in the eastern part of 
the United States. The psychiatrist was 
assigned to meet with the parents because 
of the complexity of the medical reports 
and findings and because the father, himself 
a physician, would bring in a great deal of 
medical material. 

The intake interview started with a 
lengthy review of the medical data. The 
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„of diagnosticians, 


parents were very critical of diagnosticians, 
who had given them a wide variety of diag- 
noses—that is, that Barbara was deaf, men- 
tally retarded, brain damaged, possibly 
autistic and possibly just emotionally dis- 
turbed. They called up evidence to ex- 
plode each diagnosis and expressed the feel- 
ing that the girl was normal. The father in 
particular used medical textbook pictures 
of syndromes and went further in similar 
vein in postulating what might be wrong 
with the girl. He spoke of how her coor- 
dination was poor at times, of how she 
tended to pull away from people, and of 
her being a slow learner and possibly men- 
tally retarded. As his own contradictions 
and confused thinking were pointed out, 
the father waxed eloquent in his damning 
He felt that the truth 
had been withheld from him because he 
was a physician. The suggestion was made 
that the intellectualizing, the contradictions 
and the verbal striking out were defenses 
against his own insecurities and that his 


attitude shaped how others reacted to him. 


The father protested and again projected 
the blame onto others. 

Allowance was made for placing some of 
the blame on others, but he was told, “You 
have a definite part in reinforcing your own 
insecurities. It is not that you are to blame 
—you have tried your darnedest to do what 
you felt was right for Barbara. You have 
made many personal sacrifices in your ‘shop- 
ping around’ with Barbara. However, your 
well-meant efforts have backfired and helped 
to make you and Mrs. S more insecure, and 
Barbara has reacted to your confusion. If 
you (Dr. and Mrs. S) and Barbara are to 
be helped you will have to face the part 
you have played in the mix-up.” The par- 
ents agreed that this was correct, and fur- 
thermore felt they had no idea what they 
were really seeking in their running around. 

Both parents became less defensive and 
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began realistically to consider what 
needed. The mother brought out that no 
diagnostician had been able to get a valid 
picture of the girl because of her hyper 
activity and distractibility, her clinging 

her mother and her uncooperativeness, 
After one interview each diagnostician had 
given up. The parents wanted to see if we 
would be able to study the child and 
some concrete findings which could be 
shared with them. They elected to wait 
until completion of the studies before again’ 
coming together, ; 

The diagnostic study consisted of three 
sessions with the clinical psychologist and 
two with the psychiatrist. Our findings 
indicated that the diagnosis would be in: 
complete without further study. Barbara 
was therefore referred elsewhere for a gen- 
eral physical examination and a complete 
neurological study. 

Barbara was noted to have stigmata sug- 
gestive of mental retardation and neuro- 
logical impairment. Facies were “blank,” 
there was occipital flattening without com- 
pensatory bossing, and there was poor coor- 
dination in the use of arms and legs. Study 
revealed the girl to be severely retarded 
developmentally. Head measurement indi- 
cated microcephaly. No localizing neuro- 
logical lesion was found. The hearing 
problem was one of lack of comprehension. 
The poor speech and coordination resulted 
from the severe mental and developmental 
retardation. She was also seen as an anxi- 
ous little child. 

Barbara clung to her mother tenaciously: 
Mrs. S was in the psychologist’s office during 
the first session. It was virtually impossible 
to test the child. Barbara did not seem 
frightened but was felt to be a very con- 
troling child. The mother was insecure 
and reluctant to leave her. Barbara had j 
learned to take advantage of the mother’s 
inability to function effectively under such 


circumstances. The brief conference fol- 
lowing the session focused on the need to 
effect a separation. 

The second session started as did the first. 
However, the clinical psychologist told the 
mother what we felt was going on. After 
the discussion the mother reluctantly left, 
but stayed close to the office. Barbara put 
up a storm, but quickly quieted and began 
to cooperate in testing when she realized 
that she was not in control of the situation. 
A similar pattern followed in the third con- 
tact with the psychologist and in the ses- 
sions with the psychiatrist, the neurologist 
and encephalographer. Our knowledge of 
how to effectuate the separation was trans- 
mitted to the others and they were able to 
study the child with relative ease. Thus 
an adequate study of Barbara was made. 

After each of the sessions the psychiatrist 
met briefly with the mother to set up the 
next appointment and to tell her of the 
findings. Also, the psychiatrist and psychol- 
ogist met in brief conferences to integrate 
the process and share thinking. 

An evaluation conference was held to in- 
tegrate findings and arrive at recommenda- 
tions. The neurologist and encephalog- 
rapher participated. It was felt that the 
girl would quickly quiet down if the par- 
ents could be helped to accept the findings 
and go along with the recommendation 
that she go to a school for severely mentally 
retarded children. 

The clinical psychologist and the psychi- 
atrist met with the parents in the summa- 
tion interview. The parents were very 
anxious and the father in a tentative way 
reached out for discussion of the weather. 
His wife jumped at this. Recognition was 
given to the why of the anxiety. The 
father opened by stating that he was fre- 
quently misunderstood by other doctors. 
He felt he tended to give the impression 
that he knew more than they did. This he 
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felt angered them. The suggestion was 
made that the father was afraid he would 
scare us off and in doing so would not get 
the true findings and would be forced to 
“shop” further. He and his wife were told 
that we were aware of their knowledge of 
Barbara and that it would not be far differ- 
ent from our findings. We assured them 
that we would be open and honest and re- 
quested that they raise questions if they 
did not understand points being made. 
The parents were then asked for their 
opinion of Barbara. The father said he 
felt her to be like a 314- to 41-year-old. 
However, she was able to do a few things at 
her chronological age. After further dis- 
cussion between father and mother they 
arrived at a mental age of 314. Our find- 
ing that Barbara had a mental age of 3 
years 9 months was brought out. With 
this there was a lengthy and intense dis- 
cussion of intelligence measurements. The 
clinical psychologist was able to spell out 
what intelligence tests measure in compari- 
son to what the parents were relating from 
direct observation of the girl. Also, the 
psychologist was able to get across the con- 
cept of a range of functioning. Barbara 
evidenced a potential of functioning, but 
in actuality was functioning at a somewhat 
lower level. The “turning of a deaf ear,” 
which led others to believe that Barbara 
was deaf, was due to the girl’s lack of com- 
prehension of many things. She could con- 
verse adequately at a very simple level. 
The “turning of a deaf ear” was also seen as 
a way that Barbara escaped situations 
which frustrated and overwhelmed her. 
The question was now raised as to why 
Barbara was the way she was. The parents 
felt that something happened that they 
could have prevented. Their guilt feelings 
were discussed. It was then pointed out 
that we felt this problem to be entirely on 
a developmental basis—that Barbara had 
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been different since the union of the egg 
and the sperm. For confirmation of this 
the uncomplicated mental retardation and 
the microcephaly were cited. The normal 
pregnancy, birth and postnatal periods were 
tied in. The parents readily accepted this 
as the logical possibility. The poor coordi- 
nation and the speech difficulty were seen 
as a result of the severe developmental 
retardation. 

Mrs. S now said, “There is a lot Barbara 
can do if she wants to. She starts to do 
something and then all of a sudden goes 
away from it. Also, I can’t get her to do 
things on her own. She won't let me out of 

„her sight.” This led to further discussion 
of limitations, of natural findings with this 
degree of impairment, and of emotional 

problems. We pointed up the separation 

_ problem and the basis for it, and discussed 

the emotional problems in the parental re- 
lationship and in the relationships with 
Barbara. The parents brought out frankly 
that they had had need for the girl to func- 
tion as an 8-year-old, saying “We have tried 
to kid ourselves and others that she is 
normal.” 

Dr. and Mrs. S asked for practical sug- 
gestions about discipline for Barbara and 
her siblings. Once they realized that we 
could not tell them specifically what to do, 
they felt they could work together on this 
now that they understood Barbara and the 
problem. Dr. S recognized that all of the 
children had resented the constant atten- 


tion demanded and received by Barbara. . 


Now, with their feet on the ground, things 
would be different. 

Recommendations were discussed in clos- 
ing the interview. The parents brought 
out the need for specialized schooling for 
Barbara and decided to enroll her in a local 
center. They spoke of the severe handicap 
and of the limited help she could receive. 
They would now start saving their money 
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for education for the other children and 
for some pleasures for the family and them- 
selves. They did not feel a need to return 
for further discussion, but wanted to know 
that they could come to talk with us from 
time to time, The door was left open to 
them. Their changed attitudes, their abil- 
ity to face the problem squarely, and their 
realistic picture of Barbara gave us the feel- 
ing that the “shopping around” was at an 
end. 

A conference and written report of find- 
ings brought about placement in a special 
program. Barbara has been happy there 
for close to three years. There have been 
a number of contacts with the school and 
Barbara has been reevaluated with the 
earlier findings confirmed. The parents 
have been seen in several follow-up inter- 
views and there have also been a number of 
telephone contacts. Things have gone well 
for Barbara and the family. It is of interest 
that the parents have to a degree sublimated 
disturbed feelings in P.T.A. activities and 
in becoming involved in community mental 
health efforts. 


DISCUSSION AND CONCLUSIONS 


The two cases presented give a picture of 
overall design of diagnostic study. It can be 
seen that there is no stereotypy. There are 
as many variations as there are cases, Flexi- 
bility is needed if the family problem is to 
be met. The first case illustrates our use 
of graduated interpretation of findings, the 
second our way of handling the presenta- 
tion of findings in a summation interview. 
The cases indicate the breadth of applica- 
tion of the process for diagnostic situations. 
This encompasses physical or emotional 
problems or a combination of the two. The 
cases also illustrate the effective work that 
a clinic can do in families of varied educa- 
tional, social and intellectual backgrounds. 
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The basic parental problem in the cases is 
seen to be the same—anxious, confused 
parents who were on the defensive and on 
therun. The first family had limitations in 
the intellectual, social and financial spheres. 
The second family had none of these. Be- 
cause of limitations the first family 
“shopped” locally, while the other 
“shopped” on a national scale. Both were 
able to profit with equal effectiveness and 
solved their problems. The first situation 
was solved in realistic and practical terms. 
The second, having a continuing problem 
of a severely impaired child, went beyond 
handling mixed feelings to becoming closely 
identified with community efforts. 

All of the foregoing adds up to our con- 
viction that there is more to satisfactory 
diagnosis than the findings of a specific 
condition in the child. The most impor- 
tant aspects of the process described are 
these: 


1, The parents are directly and actively in- 
volved in the process. The worker shares 
findings with the parents and helps them 
consider every aspect of the child’s func- 
tioning. The goal is to help in the total 
problem presented rather than to focus on 
the narrower aspect of the diagnosis itself. 


2. A dynamic approach helps the parents to 
understand their individual feeling of in- 
adequacy, their confusions, anxieties and 
guilt feelings. Parents gain insights into 
their relationships with each other and with 
the child. They gain a full understanding 
of the diagnostic findings and are helped to 
an emotional acceptance of the impaired 
child. The summing-up interview particu- 
larly helps the parents to an integration and 
crystallization of the complete findings. 
Parents rediscover and rebuild faith in 
themselves. Thus they are helped to as- 
sume normal parental roles and to function 
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more effectively within the family and with 
people generally. 


3. The total process meets the needs of par- 
ents as expressed through their ‘complaints 
about prior studies. Findings are presented 
completely and honestly’ with no hollow 
reassurances given. Instead of giving direct 
advice, we help the parents to make their 
own decisions and recommendations, The 
parents are talked with in language they 
can comprehend. 


4. To achieve these results, the worker and 
diagnosticians must have a good under- 
standing of the process and the dynamics in 
the case. This is effected through supervi" 
sion and through staff conferences in which 
the consultants, if active, participate if at; 
all possible. 
gain in security and in their positive and 
accepting attitudes towards the confused 
and upset parents. Thus, for example, 
negative and antagonistic feelings expressed 
by the parents can be accepted, securely 
handled and placed in proper perspective. 


5. It is therefore evident that the team ap- 
proach, which implies constant integration 
of the case, is necessary for a successful out- 
come. For this to work, there must be good 
understanding and mutual acceptance of 
the skills of the various disciplines. 


The process is time-consuming and costly, 
but our conviction of its worth has led us 
to adopt it as a valid approach and to gear 
our clinic practices to its use. Through 
our periodic re-evaluations—repeat diag- 
nostic studies—and through our follow-up 
contacts, we find that the very high per- 
centage of successes completely justifies our 
effort. Not only are the parents stopped in 
their running and “shopping,” but both 
they and the child are therapeutically 
helped through diagnosis. 


331 


The team members thereby | ar 


a 


CELIA BENNEY ` 
SHIRLEY WALTZER 


Treatment of 


the ambulatory schizophrenic 


in a rehabilitation center 


Mental hospitals have for many years had 
the relatively exclusive responsibility for 
helping their discharged patients adapt or 
readapt to their families, their work and 
their communities. It has long been recog- 
nized that many patients could not sustain 
or improve the level of adjustment achieved 
through hospitalization without substantial 
help outside. Yet the limited resources of 
most hospitals and the dearth of com- 
munity facilities to meet even the most 
glaring needs made this, at best, a frus- 
trating if not hopeless task. Even now com- 
prehensive rehabilitation programs for pa- 
tients discharged from mental hospitals are 
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hardly overwhelming in number and scope. 
However, the stimulus of public support 
through the Office of Vocational Rehabili- 
tation and community mental health boards 
and the increased pressures for services, 
created by the effects of chemotherapy, have 
spurred experimentation in utilizing and 
readapting existing resources as well as de- 
vising new ones to cope with the problems 
of the mentally ill. 

In this paper we shall discuss the experi- 
ence of the Altro Health and Rehabilitation 
Service in extending its facilities to schizo- 
phrenic patients discharged from hospitals. 
For those unfamiliar with the background 
and services of the agency, a brief descrip- 
tion of structure and program will offer a 
frame of reference for our comments on 
some aspects of casework treatment in this 
setting. 

The Altro Health and Rehabilitation 
Service is a rehabilitation center which by 
definition offers “an integrated program of 
medical, psychological, social and voca- 
tional services” (1). At Altro this is provided 
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by a professional team which consists of 
psychiatrists,1 a consultant psychologist, 
social workers, a full-time vocational coun- 
selor who is a member of the staff, teachers 
and nurses. Basic to the program is a 
philosophy of the agency's responsibility to 
provide directly and aggressively, and for as 
long as is necessary, the multiple profes- 
sional and concrete services needed to en- 
able the handicapped person attain an 
improved level of adjustment. 

A basic tool and the fulcrum of our serv- 
ices is the Altro Workshop, a large garment 
factory which provides a real work milieu 
in which the handicapped person can ex- 
perience normal industrial demands in 
terms of production and interpersonal rela- 
tionships. In addition to training in gar- 
ment operation, there are two classrooms— 
one for clerical training and the other for 
the fundamentals of bench mechanics. The 
supervisory production personnel are all 
laymen. 

In relation to the worshops, the admis- 
sion of psychiatric patients posed many 
questions: 

1. What would be the effect of this group 
on the rest of the patient population— 
tuberculous and cardiac? 

2. What effect, if any, would the other pa- 
tients have on the psychiatric group, par- 
ticularly in terms of somatization of symp- 
toms? 

3. How would the lay personnel (super- 
visory, foreman) react? 


4. What orientation would they need? 

5. What adaptation, if any, to structure 
should be made? 

6. How many could be absorbed for maxi- 
mum therapeutic efficiency? 


It is not our purpose to give detailed 
answers here (and even if it were, they are 
not completely available). Nevertheless, it 
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is important to state that it was decided to 
retain the essential structure and atmos- 
phere of the shop as an industrial establish- 
ment—with flexibility and protection but 
undiluted by occupational therapy and 
recreational facilities. beyond the usual 
ones in a good urban plant. Certainly the 
staff was asked to be sensitive to the reac- 
tions of the psychiatric patients, but this 
did not mean chaotic permissiveness of the 
old progressive school type. Personnel, fore- 
man and teachers were to represent reality 
—albeit a flexible, benign reality—in which 
people, including schizophrenics, were ex- 
pected to behave as workers or students. 
When the teacher in the classroom found 
that one of the patients had been writing 
on the wall she made the very appropriate 
request that he wash the words off. On the 
other hand, when a newly admitted para- 
noid boy had to hide from visitors going 
through the shop, this was respected until 
he became a little more secure and could 
accept it as routine. 

It has also been necessary to be concerned 
with the distribution of assignments of psy- 
chiatric patients, since they have tended to 
overweigh some of the departments, par- 
ticularly clerical training, shipping and 
finishing. Finishing offers an opportunity 
for simple routine work, and shipping pro- 
vides a physical outlet for tension. What 
can and has happened, however, is that too 
many slow-moving people, preoccupied 
with fantasies, can begin to set the tone of 
a department and depress the productive 


1 Theoretically, responsibility for psychiatric treat- 
ment rests with the referring hospital or clinic. In 
practice, this service is often quite limited and the 
agency has on occasion resorted to purchasing pri- 
vate psychiatric treatment. Consultant psychiatrists 
at Altro Health and Rehabilitation Service are 
available for the screening of applicants and emer- 
gency treatment, as well as for consultation directed. 
toward diagnostic and treatment formulations. 
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pace of even the mainstays of the depart- 
ment, thus destroying a basic therapeutic 
element. 

In the light of all these considerations, 
plus the fact that we set our sights at voca- 
tional as well as emotional and social re- 
habilitation, one might wonder at the 
nature of our psychiatric population. Selec- 
tivity was certainly present, but not in the 
usual sense. Initially, in 1953, our services 
were limited to a select group of patients 
discharged from Hillside Hospital, a volun- 
tary psychiatric hospital. Shortly thereafter 
they were extended to an even more select 
group — schizophrenics discharged from 
state hospitals. Emphasis has been placed 
on selection in an attempt to highlight the 
fact that the psychiatric population at Altro 
does not represent the usual level of handi- 
cap of discharged patients. Research studies 
have indicated that in our recent era of 
full employment only 15% to 20% of the 
patients discharged from mental hospitals 
were unable to obtain employment (2, 3). It 
is, then, the group of the most severely 
handicapped patients who are referred to 
rehabilitation agencies. The wisdom and 
effectiveness of this type of selection is, of 
course, highly questionable, and it is our 
hope that more of the people who may be 
able to obtain jobs but are not really ready 
for them may be spared the trauma of 
repetitive failure by early recognition of 
their needs. 

Almost by accident one of these came to 
our attention (through our research project) 
when she was just about at the breaking 
point: This very intelligent, capable, young 
schizophrenic woman was involved in an 
aggressive sales job which was touching off 
intense anxiety related to her fears of ag- 
gression and competition. A transition ex- 
perience in the workshop, with treatment 
of her manifold problems, ultimately en- 
abled her to find more satisfying and less 
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tension-provoking work. This, however, 
represents the exception. In general, it is 
those who cannot get employment or have 
already failed several times and are ex- 
tremely ambivalent about work who are 
referred. 

One more word on the nature of the psy- 
chiatric group at Altro. The diagnostic 
label of schizophrenia has come to represent 
considerable variation in degree of patho- 
logical severity. The psychoneurotic of one 
hospital may be much closer symptomati- 
cally to the schizophrenic of another than 
the schizophrenic of one is to the schizo- 
phrenic of a third. Some of the factors in- 
volved are the voluntary nature of admis- 
sion to some private hospitals, the pension 
implications of Veterans Administration 
hospitals, and the quantity and quality of 
Psychiatric service. 

Some common denominators, of course, 
do exist among the schizophrenic patients. 
Anxious, ambivalent, withdrawn, they are 
eternally caught in conflict between their 
infantile emotional needs and the expecta- 
tions of society. Beginning with relatively 
weak egos (perhaps at times on a constitu- 
tional basis) and battered by rejection by 
significant people, they are forever seeking 
the unattainable. Their needs, frequently 
on every level and in every sphere, are great. 

How do we relate to them? In our set- 
ting there are three primary elements con- 
stantly juxtaposed and interwoven which 
profoundly affect treatment: the thera- 
peutic work milieu, the professional team 
services, and the availability of a wide 
range of concrete services. Operating on 
all fronts, we are able to reshuffle the cards 
in limitless variations in an attempt to find 
the most effective combination for a given 
situation. 

Our primary focus in this paper is on 
the caseworker’s part in the treatment of 
the ambulatory schizophrenic. In our set- 
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ting it is the caseworker who carries the con- 
tinuous and integrative responsibility for 
staying with or being available to help the 
lonely, confused and sometimes openly psy- 
chotic patient move into the workshop, use 
its professional and non-professional re- 
sources and move on, hopefully, to a better 
adjustment. It is anticipated that some 
will come back to the shop, for shorter or 
longer periods, in what Bertram J. Black 
has called the pendulum effect (4). More, 
however, will need continued or intermit- 
tent service for an indefinite period of time 
to remain functioning in the community. 
Great demands are placed on the case- 
worker. Sometimes it is as if he were in 
the position of a tugboat giving the heavily 
laden ship a start and then permitting it to 
go on its own steam, but being there again 
to lead it into port or help it navigate when 
the straits get narrow. 

In describing our treatment techniques 
and methods we shall highlight some of the 
subjective factors which are involved in the 
caseworker’s handling of the external-in- 
ternal factors in the daily life of the pa- 
tients at Altro.. These qualities are, of 
course, not fundamentally different in kind 
from those basic to good casework, but the 
emphasis is perhaps a little different. Most 
important therapeutically are: 


1. The capacity to respond to dependency 
manifested frequently by insatiable, unreal- 
istic demands, while assuming responsibility 
for helping the ill person move towards in- 
dependence. Although, in Esther Glickman’s 
words (5), “the giving of gratification and 
security can prove an endless task and make 
for poor therapeutic results,” one must be 
available when anxiety becomes intense, 
when panic begins to appear, when reality 
becomes difficult because of loss of a job 
or a dozen other crises. Results are rarely 
dramatic and it takes patience over the long 
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pull to really sustain equilibrium and/or 
modify adaptive patterns. Daily repetitive, 
perseverative complaints or symptoms, often 
physical, may seem impenetrable for 
months. During these periods the worker 
may find the patient day after day in the 
office when she gets there and may need to 
spend far longer than the 50-minute hour 
to help him take the next step. 

One young woman who came in at 8:30 
every day for about two weeks, with her 
lunch basket, complained of severe palpita- 
tions and dizziness. Although it was rec- 
ognized with her that her physical symp- 
toms were psychogenic in origin, she was 
given the reassurance of a cursory physical 
examination by our clinic physician and 
was permitted to remain in the waiting 
room for a good part of the day. At the 
same time in her daily interviews with the 
worker there was active interpretation of 
her hostility and passivity in relation to her 
current difficulties in the clerical course, 
touched off and intensified by the prospect 
of completing her training. Eyen after she 
was able to return to the classroom she re- 
quired very close contact to eventually be 
able to move forward. Parenthetically, it 
might be said she has now been working 
for several years and has been able to as- 
sume the responsibilities of marriage. 


2. The patience required must be matched 
by an awareness of the subjective opera- 
tions and needs of the worker and sensitiv- 
ity to the way these are used by the patients. 
Anyone who has worked with psychiatric 
patients is aware of the almost uncanny 
ability of the psychotic to sense and re- 
spond to the worker’s fears and conflicts. 
When this perceptiveness is used by the ill 
person to control the treatment situation, 
it is obviously not very helpful. 

For example, the young woman who 
found that she could use her dramatic 
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threats of suicide to control and manipulate 
the worker did so until the worker became 
aware of her own reaction and involve- 
ments and was able to handle them. In this 
situation the patient had been known to 
the agency for some years previously as a 
tuberculous client, and in her history were 
several threats and attempts at suicide. On 
one occasion she even went to the Empire 
State Building with the intent of jumping 
off but found the cost of admission was too 
high. Nevertheless, although there was al- 
ways the possibility that she might acci- 
dentally make it, our psychiatrist felt the 
risk was minimal. The threats of suicide 
ceased one day when the patient, leaving 
the room after an interview in which she 
denied all emotional problems, said she 
would probably not be alive by the time 
of the next interview; and the worker had 
reached the point where she could respond 
by helping the patient recognize she was 
using her threat to avoid looking at her 
problems. 

On the other hand, even where control 
is involved and has been used it cannot be- 
come an excuse for lack of sensitivity and 
understanding of underlying motivation. 
For example, Mr. F, who is known to have 
an extremely low frustration tolerance and, 
like so many others, an insatiable need for 
attention, had created quite a scene follow- 
ing an occasion when the psychiatrist had 
to cut his hour to a half hour. This was 
handled and worked on in ensuing sessions. 
Several weeks later when the psychiatrist 
was out ill on Monday, the patient made a 
supreme effort to handle his disappoint- 
ment and was willing to wait a full week 
for another appointment. However, when 
his caseworker was ill the following day, he 
called the supervisor and said that he was 
through with caseworkers and psychiatrists. 


2 Celia Benney. 
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Sensing his guilt over his aggressive feclings, 
she was able to offer the necessary reassur- 
rance. In this instance it was directly rein- 
forced by the caseworker’s phoning him at 
the workshop and letting him know that he 
had not destroyed her. 


3. A third quality which had until recently 
been notable for its absence is realistic ther- 
apeutic optimism. When I? worked on 
my master’s thesis, a follow-up study of 
schizophrenics, many years ago, I was fortu- 
nate to have an avant-garde clinical director 
of a state hospital as adviser. He was in- 
terested in research on the thought proc- 
esses of schizophrenics and was undergoing 
psychoanalytic training. Yet every time I 
found a patient who seemed to be making 
a particularly good adjustment, he screened 
the record carefully to see whether the di- 
agnosis stood up. The early literature on 
schizophrenia made unfavorable prognosis 
a diagnostic criterion. So it is hardly sur- 
prising that the pessimism persists. Also, 
any reactivating illness tends to try the 
hopefulness of professional workers who 
keep investing. Furthermore, limited re- 
sources—therapeutic and concrete—cer- 
tainly add to the discouragement. Yet 
without optimism it is difficult to see how 
anything can be achieved. This optimism 
is not, of course, the optimism of Coué; it 
is based on the conviction that people have 
some drive toward health, however weak 
this may appear; that the psychotic symp- 
toms are defenses; and that energy can be 
mobilized and channelized provided the 
professional and environmental resources 
are available. Incidentally, it has been our 
observation that in a multi-disciplined set- 
ting the optimism of one member of the 
team can frequently influence the other. 
When Mrs. D, who had been working 
productively and quietly at the workshop 
for some months, suddenly went into a 


state of catatonic excitement, began to hear 
voices again and crack windows, the episode 
might understandably have resulted in hos- 
pitalization. However, with the worker 
willing to play the good mother and spend 
long hours with her (including evening 
hours), with emergency psychiatric consulta- 
tion and treatment available, with the help 
of chemotherapy, and with the funds to ob- 
tain temporary homemaker care, she was 
back at work within two weeks. In this 
instance, a study of the precipitating fac- 
tors—heightened sexual conflict touched off 
by the presence of painters in the home— 
made it possible to begin to deal with a 
part of the problem and rechannelize the 
energy into work. 

Obviously, the capacity to ride through 
such episodes reenforces the ego and re- 
duces some of the panic at the reappearance 
of symptoms, permitting the patient to seek 
help earlier. When Mrs. R, who is a para- 
noid schizophrenic, begins to be depressed 
and have ideas of reference, she is no longer 
afraid to approach the agency for help be- 
fore the symptoms become full-blown. Ini- 
tially she would wait until she developed 
severe depression, tremendous hostility and 
open paranoid delusions. The episodes 
are decreasing in frequency and, whereas 
at first each was accompanied by loss of 
job, she can now be sustained even while 
on the job. 


4, Although there are certainly many other 
important qualities, the last we shall men- 
tion is perhaps one of the chief character- 
istics of our casework approach, namely, 
the willingness to take risks, to be active 
and even authoritative. The casework lit- 
erature abounds with “don'ts” in casework 
with schizophrenics: don’t interpret, don’t 
uncover, don’t let the transference develop 
too intensely, don’t push, don’t touch de- 
fenses. Implied even in the positive injunc- 
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tions are more of the same: be supportive, 
be permissive, go slowly, be reassuring, help 
repress, be giving. Certainly most, if not 
all, of those do’s and don’ts are valid in 
treatment. Nevertheless, it is our belief 
that the caseworker, while not pretending 
or aiming at personality reorganization, can 
deviate from the do’s and don’ts and occa- 
sionally use more direct treatment tech- 
niques. Our experience would lead us to 
raise questions about such definitive state- 
ments as “The client’s defenses are ac- 
cepted; no attempt is made by the case- 
worker to change them in any way; no 
interpretation of his mechanisms is offered 
to the client” (6). It is our feeling that we 
would never get our patients to move in or 
out of the workshop if we made no attempt 
to break into the defenses of isolation or to 
interpret dependency problems. 

For example, Mrs, C, a 48-year-old woman 
with a history of four hospitalizations, had 
great difficulty in accepting the rehabilita- 
tion service of the agency at the time of 
referral. She had already failed several 
times in private employment following her 
discharge from the hospital. It was not 
until she could see that her resistance to 
rehabilitation was directly related to some 
of the elements in her sadomasochistic rela- 
tionship with her husband that she could 
begin to participate in the rehabilitation 
process. Working, to her, meant an accept- 
ance of the reality of separation from him, 
relinquishing the gratifications of her de- 
pendency on him, and recognizing that he 
would continue to be rejecting and punish- 
ing. The worker actively confronted her 
with some of the mechanisms involved. This 
woman is now successfully rehabilitated, 
working consistently and productively and 
has even been able to reject her husband’s 
invitation to return to the home. We have 
also been somewhat less than cautious in 
relation to transference problems. One ap- 
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proach noted in the literature is represented 
as follows: “Once the current anxiety has 
been resolved and supportive help has en- 
abled the patient to make some forward 
steps in his job, then termination is 
broached (by the caseworker) before trans- 
ference problems have become so over- 
whelming as to be unmanageable for both 
the therapist and the patient” (7). This 
was in an article which dealt with recurrent 
crises situations and their handling as crises. 
In our own experience we must admit that 
we have had some anxious moments con- 
cerning transference developments, but 
have looked for and used devices which 
helped dilute them, so that the positive ele- 
ments remained and could be used con- 
structively. 

In our setting we do have some built-in 
safeguards. For one thing, the patient has 
an opportunity for positive identification 
with a number of people with whom he is 
involved for many hours during the day. 
Furthermore, the team approach offers op- 
portunity for the sharing of cases, which 
can help dilute transference, particularly 
when one worker is female and the other is 
male. We have in different situations 
shared cases in a variety of ways: social 
worker-psychiatrist, social worker-vocational 
counselor, and even two social workers. 

Another extremely important factor is 
that of the two levels of treatment which 
exist concurrently. A split-level approach 
is not new and has been tried in a variety 
of treatment situations. For example, the 

- simultaneous use of play therapy and 
verbal treatment on an adult level has been 
described. At Altro the adult world is 
represented by the workshop. On that 
level the patient is expected, in spite of 
his difficulties, to perform as an adult in a 
permissive, flexible environment. Although 
the environment is related to the patient’s 
adult strivings, it is not as overwhelming or 
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as terrifying as the real world. The ex- 
pectation that he has the capacity to func- 
tion on this level seems to reduce some of 
the guilt and feelings of worthlessness 
which are related to his dependency needs 
and libidinal and aggressive impulses. 
Meeting the infantile needs alone fre- 
quently only serves to reinforce feelings of 
worthlessness with increased aggression 
and guilt. On the other hand, it appears 
somewhat easier for him to risk more adult 
performance when he knows that there will 
be some opportunity in the casework rela- 
tionship for expression of his more infantile 
needs. Thus the worker and the patient 
have some degree of protection, permitting 
some greater freedom in dealing with the 
patient’s emotional problems more directly. 
Ego-strength, of course, must be constantly 
assessed, 

In the case of Mr. B, a very bright young 
man with a history of dementia praecox, 
paranoid type, and two hospitalizations, 
the caseworker permitted the development 
of a strong, positive sexualized transference 
to the point where the negative aspects were 
beginning to emerge, expressed by his fear 
that women would control him. He was 
seen briefly by the agency's psychiatrist who 
dealt somewhat directly with his fears 
around his passivity and success neurosis. 
Mr. B then seemed to be less threatened 
in his relationship with the caseworker, as 
he was able to identify with the psychiatrist 
as the strong, accepting, warm father-person. 
In addition, he was helped to maintain his 
equilibrium through frequent interviews 
with the vocational counselor, who was ac- 
tively involved in relating to his vocational 
goals. He continued his relationship with 
the worker for some time after his discharge 
from the workshop, focusing on his anxiety 
around his adjustment to his new job. She 
used the relationship to help him move 
into private psychiatric treatment, which 
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had been particularly threatening to him 
because his previous experience had led him 
to equate psychotherapy with breakdown. 
Even after he began treatment with the 
psychiatrist he continued to see the case- 
worker for approximately three months. 
When he told her that because of his great 
attachment to her it was impossible for him 
to become interested in other women, she 
helped him see that he was using his rela- 
tionship with her to perpetuate his basic 
problem. He was actively encouraged to 
discuss his attitude towards the worker with 
his doctor and was able to work through 
his transference problem so that the termi- 
nation of the relationship was not handled 
abruptly. He has now been in treatment 
for over a year and his therapist reports 
that he is using it effectively and has made 
considerable progress, both on his job and 
in his social relationships. 

To conclude: We have tried to present 
some aspects of our experience in the treat- 
ment of schizophrenics at Altro, both sub- 
jectively from the point of view of the case- 
worker and objectively in terms of the 
setting. Although it is difficult to set cri- 
teria for success, we can say that on the 
minimal level of keeping patients out of 
hospitals, 80% of our first 25 graduates are 
successful. There remain, of course, many 
areas in which treatment techniques and 
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services need to be developed. Neverthe- 
less, our experience to date does seem to 
demonstrate rewards that can be expected if 
the inner and outer resources of the patient, 
family, professional personnel and commu- 
nity can be mobilized towards the rehabili- 
tation of the mentally ill. 
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Prevention and cure 


Our hopes of preventing mental illness by mental health education and child guidance 
clinics have been disappointed, and there is no convincing evidence that anyone has 
ever been kept out of the state hospital by such measures. Similarly, although we 
have made respectable advances in symptomatic treatment of psychosis, it is highly 
doubtful whether the primary schizophrenic process is ever “cured.”—Robert C. Hunt, 
M.D., Hudson River State Hospital, Poughkeepsie, N. ve 
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Rapport: 


An outmoded concept. 


In some branches of the behavioral sciences 
the organization of theory into an inte- 
grated whole is being delayed by the use of 
certain outmoded concepts. In the field of 
guidance and counseling the phenomenon 
of rapport constitutes such a concept. 
Whereas writers in related fields—clinical 
psychology, psychiatry, psychoanalysis and 
case work—have taken the long view of 
interpersonal relationships transpiring 
throughout the entire counseling contact, 
leaders in guidance and counseling have 
espoused what might be termed a segmented 
view of the counseling process. 

Some writers in the field of guidance 
speak of rapport as though it were a sepa- 
rate step in the total guidance process. 
Jones has said in outlining the counseling 
procedure: 


a ee eee ee 
Mr. Wall is educational consultant to the Wayne 
County (Mich.) Board of Education, Detroit. 


1 Arthur J. Jones, Principles of Guidance, New York, 
McGraw-Hill Book Co., 1945, 274. 


2 Francis P. Robinson, Principles and Procedures in 


Student Counseling, New York, Harper & Brothers, 
1950, 149. 


3E. G. Williamson and M. E. Hahn, Introduction 
to High School Counseling, New York, McGraw-Hill 
Book Co., 1940, 203. 
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“Establish rapport, Feelings of friendli- 
ness, security and mutual confidence are es- 
sential and should be established before the 
serious work of the interview begins.” 1 

With reference to the same general point, 
Robinson has stated: 

“Friendly discussion or small talk often 
occurs at the start of a conference . . . 

“. .. Realizing the true nature of small 
talk in the beginning of a conference, the 
counselor can participate in it naturally 
and easily and then turn to the client's 
problems when both of them are seated and 
have attained an initial stage of rapport 
and understanding.” 2 

Still other writers regard rapport as being 
no more significant than “getting ac- 
quainted” in any other type of relationship 
situation. 

Williamson and Hahn have stated: 

“Establishing rapport is very much the 
same problem as becoming intimately ac- 
quainted with persons in other relationships 
of a face-to-face nature. 4 

In such statements rapport seems to be — 
defined as a doorway through which both 
client and counselor must pass simultane- | 
ously to attain their ultimate goals. Such — 
Statements appear also to imply that rap- 
port is a rather conclusive first step so far as 


_ the outcomes of guidance are concerned, as 
though the type of rapport attained pre- 
determined subsequent action. This point 
of view would seem to be incompatible with 
~ the idea that relationships can be and usu- 
ally are developed throughout the entire 
guidance contact, whether one or several 
interviews. 

An example of the long-range view exist- 
ing in related fields has to do with the 
- mechanism of transference and with a defi- 
` nition of guidance which emphasizes the in- 
_ terpersonal relationships existing through- 
out the entire guidance contact. 

If one accepts the mechanism of trans- 
ference as a real, functioning concept, one 
. Must see rapport as nothing more than a 
descriptive adjective limited to the super- 
ficial aspects of client-counselor relation- 
ships, especially with the transference proc- 
ess beginning immediately with the first 
contact and continuing through to the end 
of the relationship. Sterba, Lyndon and 
Katz have described transference as a repeti- 
tion of previously conditioned attitudes 
toward a significant adult in later contacts 
with other significant adults. The most 
significant adults in a person’s life would 
appear to be his parents, and the establish- 
ment of attitudes toward them would ap- 
pear to play a part in the attitudes, expect- 
ancies and feelings of a person in later 
contacts with other key figures.5 

The working through of the transference 
[a by the client constitutes the backbone of 

the treatment relationship between the 
therapist and the client.6 Fenichel has 
stated: 

_ “The repetition of previously acquired 
ttitudes toward the analyst is but one ex- 
nple of the most significant category of 
esistance, the handling of which is the core 
of analysis: the transference resistance.” 7 
And again in a recapitulation of Freud’s 
theories: 
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“By ‘establishment of a transference neu- 
rosis’ Freud meant that the repressed in- 
fantile instinctual conflicts find their repre- 
sentation in the feeling relations toward the 
analyst.” 8 

Thus an awareness of transference would 
seem to motivate one toward an emphasis 
of the total counseling relationship rather 
than toward any artificially segmented part 
of the procedure. 

Most dictionaries define rapport as har- 
mony, and process as forward movement or 
progress. However, when one attempts to 
define progress operationally one generally 
thinks of such on-going talents as the ability 
of the client to aspire to certain achieve- 
ments through guidance and counseling, to 
assimilate certain knowledge, to make real- 
istic decisions in keeping with that knowl- 
edge, and to initiate and sustain appropri- 
ate goal-directed action. It would appear 
only reasonable to include something about 
his ability to establish and to maintain ef- 
fective interpersonal relationships, not only 
as an indication of progress in the interper- 
sonal relationships of client and counselor 
but as an indication that the transference 
phenomenon had been facilitated. 


4Richard Sterba, Benjamin H. Lyndon and Anna 
Katz, Transference in Case Work, New York, Family 
Service Association of America, 1948, 16. 

5 For example, teachers, principals, counselors, po- 
licemen, supervisors on the job, etc. The attitudes 
expressed by the client toward the therapist are 
referred to as transference, and those of the therapist 
toward the client as counter-transference. Trans- 
ference and counter-transference may be positive or 
negative depending upon the type of feelings ex- 
pressed by the client or the therapist. 

6It is not suggested here that the counselor ad- 
minister therapy in the medical sense, but that he 
see the value of understanding such mechanisms as 
they function within his professional frame of 
reference. 

7 Otto Fenichel, Psychoanalytic Theory of Neurosis, 
New York, W. W. Norton and Company, 1945, 29. 
8 Ibid., 559. 
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Well-known writers in the field of guid- 
ance seem to feel that the following bene- 
fits will derive from an acceptance of rap- 
port as a first step in the guidance pro- 
cedure: 


1. It enables the counselor to start out with 
emphasis upon first relationships, “putting 
the best foot forward,” so to speak. 


2. It enables the client to relax amidst all 
his problems. 


3. It facilitates the ventilation of problems 
and feelings by the client. 


4. It puts the client and the counselor 
together or on the same plane in seeking 
solutions. 


Yet the writer knows of no research sup- 
porting such expectancies by experts in 
guidance. In addition, separating the ini- 
tial phase of the guidance procedure, con- 
ceptually, by giving it a name would seem 
to contain several weaknesses: 


1. It would seem to enhance the odds in 

_favor of an artificial relationship between 
the client and the counselor, where the 
counselor emphasized the creation of a 
friendly atmosphere. 


2. In terms of item +1, the counselor might 
be inclined to do too much of the talking, 
with subsequent and unwarranted structur- 
ing of guidance process (that is, blocking 
the transference process) . 


3. It might conceivably incur anxiety in 
the client where inconsistency in counseling 
techniques and pacing adversely affected the 
client-counselor relationship. 


4. It could conceivably result in later blocks 
where the client was seemingly encouraged 
to ventilate his problems too fully, thereby 
developing embarrassment and accompany- 
ing defensiveness. 


342 


It would seem better for persons 4 
wish to function in the role of guida 
to take the long view of the total counseling i | 
process rather than approach it segment 
for the following reasons: 


1, Segmenting the counseling procedure, 
even nominally, cannot help but lead to 
the emphasis of one “part” over the other 
in some cases. For proper balance it would 
seem more reasonable to approach th 
guidance task, conceptually, with a wholif) ” 
tic view. 
2. The total process view would seem ti 
provide a better conceptual base for con 


pacing. 
8. The total process view would appeat lf 
facilitate acceptance and awareness ofi 


mechanism of transference. i 
T 


4. The total process view would appeal 


first contacts. 


5. The total process view would seem tol) 
serve to the counselor some controls 
the kinds of spontaneous outbursts W 
might later act to block the relationshi 


In summary, the writer would like? 
state that the concept of rapport as 
forth by some writers in the field of g 
ance seems to be misleading generally 
that the theories out of which it emê 
have been superseded by more prag" 
theories which emphasize the long-rai 
total process point of view. The coun 
might more effectively concern himself Wi 
such total contact phenomenon as the medj 
anism of transference. It would seem 
the best way to expedite the transfe 
process would consist of dealing imm* 
ately with the problems which bring © 
client to the counselor in the first pla? 
since they are of most interest and of M% 
pressing concern to him. 


d 
| ROBERT B. ELLSWORTH, Pu.D. 
) BEVERLEY T. MEAD, M.D. 

WILLIAM H. CLAYTON, M.S.W. 


This paper discusses a successful treatment 
program in the rehabilitation of the chroni- 
_ cally hospitalized psychotic patient. The 
- methods used at the Veterans Administra- 
tion Hospital in Salt Lake City have re- 
sulted in an unusually high percentage of 
such patients leaving the hospital to make 
a satisfactory adjustment to community liv- 
r ing. Five years ago the continued treat- 
ment section at this hospital was activated 
‘by the transfer en masse of 72 chronic psy- 
| chotic patients from other VA hospitals. 
| This group, which lends itself to easy statis- 
| tical study, consisted of unusually difficult 
cases. They were all chronic severely ill 
atients who had been particularly resistant 
{o all rehabilitation efforts prior to transfer. 
{ The plan of this paper is to describe the 
rogram used with these patients and the 
esults obtained and to follow with a dis- 
fussion of the problems and philosophy 
hich characterize this operation. It may 
Appear that the program used is not unusual 
r necessarily different from that of other 
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The rehabilitation and disposition 
of chronically hospitalized 
schizophrenic patients 


well staffed VA and state hospitals. The 
unusual results obtained, however, are 
thought to be a result of the underlying 
philosophy, which will be presented fol- 
lowing the section on results. pte 


THE POPULATION 


The continued treatment section, now con- 
sisting of 128 beds, has been maintained 
near capacity since shortly after receiving 
the original 72 transferred patients. The 
transferred group became part of the sec- 
tion as a whole and all patients followed 
essentially the same treatment program. 
The median length of hospitalization of 
this “hard core” group of 72 patients was 
7 years and 8 months at the time of their 
transfer to this hospital. 


Dr, Ellsworth is a psychologist, Dr. Mead is chief 
of continued treatment service and Mr. Clayton is 
a psychiatric social worker in the Fort Douglas 


division of the VA Hospital at Salt Lake City. 
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THE PROGRAM 


The continued treatment section of this 
hospital is characterized by an active and 
aggressive approach in attempting to re- 
habilitate chronically hospitalized patients. 
This section is composed of four 32-bed 
wards; a closed ward, a semi-open privi- 
leged ward, an open privileged ward and 
a research ward. The first three are de- 
signed as progressive steps, from the locked 
ward with supervised activities to the open 
ward with individual assignments. As the 
patient improves he is transferred to the 
next best ward where additional privileges 
and responsibilities are given him. 

The closed ward activity program con- 
sists of a full day of occupational therapy, 
corrective therapy and supervised work ac- 
tivities along with various recreational pro- 
grams. On the semi-open and open wards 
the patients are given limited privileges on 
the one and complete privileges on the 
other. In addition to group and individual 
work assignments, both of these wards have 
weekly meetings with the psychiatrist and 
other ward staff 1 in which all patients are 
encouraged to bring out their problems and 
discuss their goals. The completely open 
ward has, in addition, an active patient 
government program which encourages the 
patient to share in the responsibility of 
managing his life. 

The experimental ward is used as a re- 
search ward where new methods of treat- 
ment are continuously evaluated. This 
ward contributes greatly in keeping the 
morale and enthusiasm of the personnel at 
a high level. Patients who have not re- 


=. 
1A similar meeting was recently instituted on a 
more limited scale in the closed ward. 

2 Four patients were recently transferred from the 
continued treatment section. Three of the four 


were temporarily placed on the geriatric service 
before leaving the hospital. 
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sponded to treatment on the other wa 
are placed on this ward where the expecta: 
tion is that some of them will get better, 
In this setting many regressed patients have 
shown remarkable improvement. 

In addition to nursing personnel, 
building is staffed by one full-time psychi- 
atrist, one resident in psychiatry, one clini? 
cal psychologist and two psychiatric social 
workers. The social workers spend mo 
of their time working with families in plan 
ning for the veterans’ return to the com: 
munity. 


RESULTS 


At the time of a report one year ago to 
VA Central Office 18 of the original 
transferred chronic patients treated in the 
continued treatment section had been ds 
charged. This represented a 25% disch 
rate. When compared to the usual 5% (0 
less) discharge rate of chronic patients il 
state hospitals, this 25% figure appeag 
unusual. 

Since the previous report, an addition 
percentage of this original group have l 
this hospital. Table 1 presents the res” 
of this program as of December 31, I 
Of these 72, 35 (49%) are currently outé 
the hospital.2 Four patients who W 
placed on trial visit during the precedi 
four years have returned and are curren 
in the hospital. In addition, 8 other 
tients returned temporarily from trial ¥ 
and have been returned again to the 0 
munity. Most of these are currently 00% 
well and certainly cannot be regarded | 
“failures.” Only 2 patients currently 2 
of the hospital were placed in foster ho 

It must be emphasized that the releas® 
the majority of these patients from the 
pital represented real improvement; 
were not simply relocated, unimprov' 
the community. The mean hospital 
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ELLSWORTH, MEAD AND CLAYTON 


Results of treatment of chronic psychotic patients 


DISPOSITION OF CASES 


Total number of transferred patients treated in con- 


tinued treatment section 
Total number left hospital 
Currently out of hospital 
Returned and still in hospital 


1953-56 1956-57 TOTAL 
72 72 72 
20 19 39 
18 (25%) 17 (28.6%) 35 (48.6%) 
2 (10%) 2 (10%) 4 (10%) 


f justment (3) rating of this group, shortly 
after arriving at this hospital, was at the 
fifty-third percentile, Just before they left 
the hospital (within six months) the mean 
was at the seventy-sixth percentile, repre- 

+ senting a very significant increase in social 
adjustment. These scores were obtained 
routinely every six months for the entire 
continued treatment section and therefore 
do not necessarily represent the patient’s 
adjustment at the time of discharge. Many 

_ Patients improved within two months of 
discharge, which was often not reflected in 
the hospital adjustment score, since the rat- 
ing was sometimes completed before im- 
provement occurred. 


PROBLEMS OF OPERATING 
A SUCCESSFUL CONTINUED 
TREATMENT PROGRAM 


At least two problems seem worthy of spe- 
cial comment. Each of them is seen as be- 
} ing potentially capable of limiting the suc- 
‘cess of an aggressive program aimed at 
eventual rehabilitation and discharge. 
The first of these is, of course, the main- 
taining of high morale among the per- 
sonnel. Ata recent ward meeting the entire 
population of the building was discussed. 
Of the 126 patients in the building, there 
_ were only 6 for whom no immediate treat- 
Ment goal was set. The majority were 
viewed as in a period of transition with 
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specific goals outlined for them. The staff 
has regarded each patient as capable of 
rehabilitation. Few, if any, patients were 
looked upon as hopeless. If they had not 
responded to date, something else was 
planned for them, perhaps on the research 
ward. 

The second problem is that of accumulat- 
ing a backlog of patients resistive to treat- 
ment. As more patients are discharged and 
replaced by new patients, there are left be- 
hind a few additional “treatment resistant” 
patients. Over a period of time these ac- 
cumulate and tend to limit the mobility of 
patients entering and leaving this section. . 
This hard core of continued treatment pa- 
tients must be worked with actively. Each 
year a certain percentage of this group must 
be rehabilitated and released; otherwise the 
program will eventually bog down. 


DISCUSSION 


In a recent report Kramer (1) points out 
that the improved methods of psychiatric 
treatment in recent years have resulted in 
an earlier return of patients to the com- 
munity during the first 24 months of hos- 
pitalization. “Beyond the first 24 months 
of hospitalization, there has been little im- 
provement in the chances of return to the 
community.” (p. 66). From Table 5 of 
Kramer's report, it appears that about 6% 
of patients who had been hospitalized for 
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eliminated virtually all management prob- 
lems. It was rarely necessary to use any 
form of restraint or seclusion. If such 
problems as assaultiveness or incontinence 
appear in any patient, we still seek its 
correction through varying our approach 
rather than through simply increasing med- 
ications. These drugs are used, rather, to 
help the patient to achieve a higher level 
of social integration. He thus is able to 
participate to a greater extent in the out- 
lined program. 


CONCLUSION 


The continued treatment section of this 
hospital has been highly successful in the 
rehabilitation of a large percentage of the 
“hard core” treatment resistant patients. 
Although our program does not differ ma- 
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terially from others in its structure, it i 
postulated that if our program is uniq 
it is the result of our particular philosoph 
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F. LEGRANDE MAGLEBY, M.S.W., PH.D. 


Should criminal and non-criminal 


patients in state hospitals 


A study recently completed by the writer * 
indicates diverse practices in state hospitals 
in the custody and treatment of the crimi- 
nally insane.2 For example, the Colorado 
and New Mexico state hospitals provide 
similar types of custody and treatment for 
criminally insane and non-criminal pa- 
tients. In some instances these patients 
work side by side on the hospital farms 
and in the occupational therapy shops. In 
contrast, at the state hospital at Rusk, 
Texas, the majority of the criminally in- 
sane are housed in separate buildings which 
are completely surrounded by two “escape- 
proof” fences topped by electrically charged 
wires. Each fence has a separate gate which 
‘may be operated from one of the guard 
towers. A special alarm system may be ac- 
tivated by ward attendants in case of riot or 
attempted escape. 

Should different types of custody and 
treatment be provided for criminally in- 
sane and non-criminal patients in state hos- 
pitals?P Are the criminally insane more 
dangerous? Are they more likely to at- 
tempt to escape? Should they be housed 
separate from non-criminal patients? The 
answers to these questions, given as follows, 


be segregated? 


are based upon reports submitted to the 
writer by the superintendents of state hos- 
pitals. 


CURRENT PRACTICES 


Seventy-six percent of 12,505 criminally in- 
sane patients reported in state hospitals on 


ee 
Dr. Magleby is assistant professor of social work 
at the University of Utah. 
1 Frank LeGrande Magleby, “Institutional Treat- 
ment of the Criminally Insane in the United States.” 
Unpublished doctor's thesis, department of soci- 
ology, University of Utah, May 1956. 
Questionnaires were mailed to the superintendent 
of each state hospital in the United States. The 
following were requested: (a) The number and 
some of the characteristics of criminally insane pa- 
tients in each hospital and the types of custody and 
treatment provided for them on July 1, 1955; and 
(b) the opinions of the superintendents of state 
hospitals concerning the most desirable types of 
custody and treatment for the criminally insane. 


2The criminally insane included persons legally 
classified as insane who (a) had been convicted of a 
felony, (b) were awaiting trial for a felony, (c) or 
were charged with a felony but considered to be in- 
sane at the time of the act or at the time of the 
trial and were exempt from trial or punishment by 
reason of insanity. 
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July 1, 1955 were housed apart from non- 
criminal patients, with 75% in separate 
buildings and 1% in buildings for non- 
criminal patients but in separate rooms. 
Twenty-four percent of the criminally in- 
sane reported were housed in the same 
wards with non-criminal patients. 

In general, state hospitals with 400 or 
more criminally insane patients housed the 
majority of them in separate buildings and 
hospitals with fewer than this housed the 
majority of their criminally insane in the 
wards with non-criminal patients. Separate 
buildings were seldom used for the crimi- 
nally insane in hospitals reporting fewer 
than 75 patients in this classification. 

Ten state hospitals reported housing all 
of their criminally insane in separate build- 
ings. These hospitals provided custody for 
an average of 773 criminally insane pa- 
tients. Fifty-two state hospitals reported 
housing less than 10% of their criminally 
insane in separate buildings. These hos- 
pitals housed an average of only 58 crimi- 
nally insane patients. ; 


OPINIONS OF SUPERINTENDENTS 


Sixty-three superintendents of state hos- 
Pitals indicated, on questionnaires returned 
to the writer, the types of housing they 
believed would be most satisfactory for the 
criminally insane. Thirty-seven of these 
Superintendents, (58.7%) believed that un- 
der ideal conditions all criminally insane 
patients in state hospitals should be housed 
in separate buildings. Twenty-three super- 
intendents (36.5%) indicated that some 
criminally insane should be housed in sepa- 
rate buildings and others in buildings with 
non-criminal patients. Only three superin- 
tendents (4.8%) believed that all of the 
criminally insane should be housed in the 
wards with non-criminal patients. 

Five superintendents pointed out that 
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tions should be the primary basis for th 
determination of the types of custody and 
treatment which should be provided for a 
mentally ill patients in state hospitals 
They indicated that such investigations wil 
disclose that many patients in both classifi 
cations (criminal and non-criminal) 
have similar personality characteristics and 
treatment needs. Some of their statements 
are as follows: 


There is no difference in the so-called 
“criminally insane” patients and other 
tients who have been admitted to our tate 
hospitals for major psychoses. They are all 
classified under the same nomenclature 
Criminally insane is used to designate pa 
tients with mental illness who have com 
mitted a felony. This could occur in aly 
other department of our mental hospital 
Hardly a day goes by in a big mental hot 
pital that someone does not become com 
bative and occasionally one may lose his 
life, 


I feel that there should be no special d 
fication as “criminally insane,” but that 
they should be classified according to then 
behavior. There is not a single state 1 
pital which does not have many p: 
schizophrenias, who are oftentimes r 
dangerous than the ones in the criminal 
department. 


I don’t know on what criteria one 
say that any given percentage of “crimin 1 
insane” should be housed apart. Our a 
proach to this problem is to individualit 
in each case. For example, we have a 1 
year-old boy who killed another perso 
His behavior in the hospital is quite a4 
ceptable and he attends classes, social activi 
ties, recreation, etc. On the other hand, We 
have some non-criminal patients who a 
non-criminal merely by virtue of the fa 
that they have to be locked up sometime: 


The mere fact of having committed an act 
which under some circumstances is con- 
sidered criminal in nature does not, it seems 
to me, constitute sufficient criterion for de- 
ciding on housing, etc. Patients should be 
treated on the basis of their illness and the 
symptoms thereof and not on any artificial 
criterion such as I have mentioned. 


Probably some of the most dangerous peo- 
ple we have in the institution have never 
been found guilty of any crime—whereas 
many of these sent to us from penal institu- 
tions have been involved in only minor 
and petty difficulties. 


Acutely ill or recoverable cases can all be 
housed in the same quarters, whether crimi- 
nally insane or non-criminal. 


I will merely state that there is no distinc- 
tion here in the treatment of the “criminal” 
and “non-criminal” population. The same 
precautionary measure would be utilized 
for a dangerous “non-criminal” as for a 
“criminal.” 


ARE CRIMINALLY INSANE 
MORE DANGEROUS? 


Forty-six state hospital superintendents in- 
dicated they believed that fewer than half 
of the criminally insane are more violent 
or dangerous than the average non-criminal 
patients in state hospitals. Only five of the 
superintendents believed that all of the 
criminally insane are more violent or dan- 
gerous than average non-criminal patients. 

The following statements, written on the 
questionnaires by four of the superintend- 
ents, indicate their belief that patients le- 
gally classified as criminally insane may not 
be more dangerous than many non-criminal 
patients in state hospitals: 


Only the criminally insane with character 
disorders and psychopathically conditioned 


The Sick and the Criminal 


MAGLEBY 


tend to be more dangerous and greater 
elopement problems. 


Patients should be treated symptomatically, 
and the security should depend on the 
strength of their anti-social tendencies. A 
non-criminal patient may be potentially 
more dangerous to society than a criminal 
patient. 


In our own experience the most serious 
injuries and other problems of conduct in 
the hospital have been presented by pa- 
tients who have never been charged with 
any criminal offense. . . . To our way of 
thinking, the only significance to the pro- 
vision of security measures in the case of 
mentally ill patients charged with crimes is 
satisfaction of the law and in this important 
area there would appear to be a serious 
conflict between psychiatry and the law. 


Many of the mentally ill patients against 
whom no charge of crime has been brought 
are as seriously disturbed, if not more dis- 
turbed, and potentially more “dangerous,” 
than the majority of patients charged with 
crimes and against whom maximum security 
measures are leveled. To me it is incompre- 
hensible that patients who are mentally sick 
should be lumped together not on a basis 
of their sickness but on the basis of certain 
behavior which resulted from their illness, 
but it is an example of how good psychiatric 
judgment may be influenced by fear of pub- 
lic opinion and by outmoded legalistic 
concepts. 


CRIMINALLY INSANE 
CHARGED WITH MURDER 


Only 19% of 6,578 criminally insane pa- 
tients in 51 state hospitals were classified as 
guilty of or awaiting trial for murder. 
Other patients were charged with forgery, 
theft, drunkenness, perjury, attempted sui- 
cide and other offenses. Judging from the 
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types and variety of the crimes committed 

` by the criminally insane, it appears that 
many of them are not more dangerous than 
some of the non-criminal patients in state 
hospitals. 

It was the opinion of 39 superintendents 
(67% of those reporting) that fewer than 
half of the criminally insane in state hos- 
pitals are more apt to attempt to escape 
than average non-criminal patients. Only 
five of the superintendents indicated they 
believed that all criminally insane patients 
should be classified in this manner. 


TREATMENT NEEDS 


The superintendents of state hospitals were 
asked to indicate the differences in medical 
and psychiatric treatment which were pro- 
vided in their hospitals for criminally in- 
sane and non-criminal patients. No major 
differences were reported. The superin- 
tendent of one state hospital made the fol- 
lowing comment: “The criminally insane 
sex deviates are given special classes.” 

Eighty-seven percent of the superintend- 
ents indicated they beleived the same medi- 
cal and psychiatric treatment should be 
provided for both criminal and non-crimi- 
nal patients. The following statements 
were made by three of these superintend- 
ents: 


Outside of the additional protection for 
the community, there should be no differ- 
ence in the medical-psychiatric treatment 
for the criminally insane than for the non- 
criminally insane population. We attempt 
to attain that end at this institution. 


Medical and administrative problems in a 
hospital should not be determined on the 
basis of a patient’s legal status. 


I believe that the so-called criminal insane 
should be treated and handled in accord- 
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ance with their psychiatric needs. I knoy 
no reason why a criminal act should be re 
garded other than in the light of psychotic 
behavior. Violent behavior and potential 
homicidal conduct can exist in non-criming 
patients, but I contend the care and treat 
ment of the two groups should be essentially 
the same. 


DISCIPLINE 


Only seven state hospitals indicated th 
provided different types of discipline for 
their criminally insane and non-criminal] 
patients. Refer to the following commen 


No ground privileges for the criminally in 
sane and they usually wear a uniform 
Some exceptions are made. 


The criminally insane are provided dose 
supervision and limited privileges. 


The criminally insane are housed ina 
building with greater security and with 
more personnel. 


At the present time, the emphasis is upd!” 
guards for the criminally insane. Ground 
privileges, etc., are given only with thea 
sent of the judge. The emphasis is up 
obedience among the criminals. } 


Fifty-three superintendents, nearly 75% ý 
the group reporting, believed that methods | 
of discipline should be essentially the samy 
for both criminal and non-criminal patient 
in state hospitals. 


RECOMMENDATIONS 


Should criminal and non-criminal patienti 
in state hospitals be segregated? On th 
basis of completed questionnaires and wit 
ten reports submitted to the writer by S™ 


perintendents of state hospitals, the follow- 
ing recommendations are made: 


1. Hospitals which house all of their crimi- 
nally insane in separate buildings and yet 
provide adequate custody and treatment 
should continue these practices. The ma- 
jority of the 66 superintendents of state 
hospitals indicated that under ideal condi- 
tions criminally insane patients should be 
housed in separate buildings. 


2. State hospitals which are unable to pro- 
vide adequate facilities in separate build- 
ings for their criminally insane (usually 
hospitals with fewer than 400 criminally 
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patients in the same wards with non-crimi- 
nal patients. 


8. State hospitals should provide the same 
hospital atmosphere and similar types of 
custody and treatment for both their crimi- 
nal and non-criminal patients. 


4. The types of custody and treatment 
needed for all patients in state hospitals 
should be determined on the basis of indi- 
vidual needs by medical, psychiatric and 
social investigation. Legal classifications, 
criminal or non-criminal, should not be the 
primary basis for the determination of cus- 
tody and treatment. 


insane) should house the majority of these 


1911 . . . 1958 


. it is for many reasons unfortunate that this kindly removal of the afflicted person 
to a hospital in which he may be humanely cared for, protected from injury to himself 
or others and receive the best of medical treatment, removes him from further obser- 
vation by the community. The lessons which would be learned by each community 
if its insane were cared for in its own sight, so to speak, would be exceedingly valuable. 
If people generally saw more of the insane after the first onset of the disease, they would 
learn many things which now are known only to a few. They would learn, for instance, 
that most of the insane are practically harmless; that mental troubles differ greatly in 
degree and in kind; and that patience, kindness and sympathy are the chief factors in 
healing the diseases of the mind as in healing many other ills. The seriousness of the 
affliction and the burden which it imposes on the community would be more fully 
realized, and there would be readier appreciation of the importance of any new light 
thrown by science upon the nature, origin, and preventability of insanity.” —From an 
address by the late Homer Folks, published in “The Review of Reviews” in 1911. Mr. 
Folks was secretary of the New York State Charities Aid Association from 1893 to 
1947. 


353 


ALFRED KADUSHIN, Px.D. 


Social sex role 


and the initial interview 


The case work interview, like all inter- 
views, is a psychosocial situation. It is 
difficult to precipitate out of the complex 
solution the discrete social and psycho- 
logical components. One might hypothe- 
cate, however, that there are variations at 
different stages in the worker-client contact 
in the strength of the contribution made 
by each of the components. 
During the initial contact the social com- 
_ ponent would seem to be the more influ- 
ential determinant of the client's behavior 
in the interview. As the series of inter- 
views continues, as the worker develops 
some emotional meaning for the client, the 
psychological component becomes progres- 
sively the more important determinant of 
the client's responses. The same process, 
although muted, would appear to be true 
for the worker's response to the client. The 
degree of variation in the worker’s response 
S O e ea 
Dr. Kadushin is associate professor in the University 
of Wisconsin’s school of social work. 
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is not so great as the client's because Mf 
worker, from the moment of initial conti 
is consciously making an attempt to s8 


appearances. ie, 
worker is responding to the demai®™ 
her professional role. lene. 
The client coming for his first case WO 
interview has few guide-lines available 


learn something about the patterns %” 
havior that are appropriate for the pain 
in contact with a doctor, a client consulit 
a lawyer, a student in his relationship "A 
a teacher. Very likely he has not had 4 
lar opportunities which prepare him g 
acting the role of the case work dient. 4 
therefore has little idea of the patti” 
behavior which is appropriate and acai 
able in such a role. H 


The client has, however, a fund of knowl- 
edge and experience, even if he is not ex- 
plicitly aware of this, of the appropriate 
and expected behavior in a wide variety 
of social situations which are, to all appear- 
ances, similar to the interview situation. 
Since the client is forced, from the moment 
of his entrance into the interview, to initi- 
ate and maintain a series of responses to 
the worker and since the client is frequently 
uncertain as to the acceptable pattern of 
such responses, it is to be expected that the 
client would select those which he has 
learned are appropriate in similarly struc- 
tured situations. The male client in his 
first interview with a female caseworker 
would be strongly disposed to respond in 
terms of the social code of the role with 
which he is familiar—a man in contact 
with a woman. He will be less inclined 
to act in accordance with the demands of 
the role with which he is unfamiliar—the 
client in contact with the caseworker. Simi- 
larly, the Negro client in contact with the 
white worker, the young adolescent client 
in contact with the older caseworker, the 
client whose socio-economic status is lower 
than that of the worker, whose appearance 
and speech are obviously characteristic of 
upper middle-class breeding and back- 
ground—all will tend to define the situa- 
tion in terms of learning derived from pre- 
vious social experience with such age, caste 
and class categories and to respond accord- 
ingly. Having “positioned” the worker in 
some social role, the client then organizes 
his responses so that they are reciprocally 
appropriate. Investing the worker with a 
social role based on observable age, sex, 
color, etc., provides a frame of reference 
for orientation and permits the client to 
know what is expected of him. Conversely, 
it helps organize his expectancy set with 
regard to actions he can anticipate from 
the worker. These actions are the institu- 
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tionalized patterns of behavior which are 
concomitant with the role and hence to be 
expected of the person playing the role, 
Thus, initially, the code of interpersonal 
communication dictated by the broader 
social matrix for particular social roles is 
perhaps the more important determinant 
of the client’s choice of responses within the 
case work interview. 

If the client continues his contact with 
the worker, the worker’s sex, age, class, 
caste, position become progressively less 
important as factors determining the cli- 
ent’s responses. The client then sees the 
worker as something other than an older, 
white, middle-class woman, and these so- 
cial considerations, although still present, 
do not take precedence over the psycho- 
logical meaning of the worker for the 
client in dictating the pattern of client 
responses. 

The worker from the start does not re- 
spond in terms of usual role expectations 
but in terms of her responsibilities as a 
caseworker. The client then faces the task 
of continuously reorganizing his perception 
of the worker in terms of the reality of her 
responses so that she emerges as an indi- 
vidual of a particular kind rather than 
remains a social stereotype. The response, 
then, is more likely to be to the worker 
as an individual, distorted by transference 
elements, rather than to the worker as a 
member of an age, sex, caste or class cate- 
gory. However, it should be noted that 
initial impressions and initial expectancies 
have a great deal of persistence.* 

Bernard notes this change for the analytic 
interview in a somewhat different manner. 
She says: “When the analysis is just be- 


eee 


1See Herbert H. Hyman, Interviewing in Social 
Research, Chicago, University of Chicago Press, 
1954, 84-91, for a discussion of the persistence of 
initial expectations. 
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ginning a ‘social role’ or limited component 
of each person’s total identity is more apt 
to be perceived in the situation, than as 
the analytic process mobilizes more of the 
total self.” 2 

Hartmann similarly notes: “There is little 
doubt that the way in which the initial 
contact between the Frenchman, the Eng- 
lishman, the New Yorker, the Bostonian 
and the psychoanalyst is established covers 
wide ranges, e.g., from curiosity to restraint, 
familiarity to suspicion; certain of these 
attitudes are more frequent in one group 
than in another. However, as soon as this 
superficial and initial contact develops into 
transference the differences appear to be 
much more limited. . . . According to our 
clinical experience no significant difference 
exists in the formation of transference— 
positive or negative—or in its intensity, 
structure or essential manifestations.” 3 

Clinically, this transition is exemplified 
in the statement made by several Negro 
patients to Dr. St. Clair, a white psychi- 
atrist, “You know, Doc, I thought you were 
just another white man at first. I couldn't 
talk to you then,” 4 


2Viola W. Bernard, “Psychoanalysis and Members 
of Minority Groups,” Journal of the American 
Psychoanalytic Association, 1(1953), 260. 

8H. Hartmann, E. Kris and R. Lowenstein, “Some 
Psychoanalytic Comments on Culture and Person- 
ality,” Psychoanalysis and Culture, G. Wilbur and 
W. Muensterberger, eds., New York, International 
Universities Press, 1951, 19. 

4H. St. Clair. “Psychiatric Interview Experience 
with Negroes,” American Journal of Psychiatry, 108 
(August 1951), 114. See also Newman R. Gillem 
and F. Redlich, The Initial Interview of Psychiatric 
Practice, New York, International Universities 
Press, 1954, 68-71. The authors state that “roles 
play an especially important part in the initial 
interview because the participants have not had 
‘the opportunity to know each other as individuals 
and can therefore react to one another only in 
terms of how their individual personalities define 
their social roles.” 
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This discussion is based on the level of 
the client’s behavior, which derives from 
his membership in a cultural subgroup 
a class, age, sex, color, ethnic, religious, ete, 
subgroup. He has learned through his par 
ticular group affiliations that certain pa 
terned regularities of behavior are required) 
or at least expected, “in a given set of social 
relations.” On the level of idiosyncratig 
experience—the unique socialization e% 
perience of any one individual—the group 
prescriptions may be altered. For examplé 
generally the culture teaches the male to 
see the female as a nurturing, dependent 
passive person. Certain patterned rég 
larities of behavior in male-female rela 
tionships, deriving from this, are taugit 
and learned. However, a particular malé 
whose mother was aggressive and puniti 
has had a particular learning experienc 
which contradicts the group teaching ant 
this, rather than the group-prescribed be 
havior for the role, determines his actiom 
in contact with females. 

For most clients, however, group © a 
ing and the unique socialization expertmi 


contradictory and opposing so that ® 
havior prescribed by the group as 
for a particular social situation is the be 
havior which the individual learn 
present. 


One should note too that the role i 


the sectors of the interview which are 1% 
linked, that is, where socially defined P% 
terns of reciprocal behavior have $% 
relevance. For instance, in the first © 
tact between a male client and a femi 
worker some of the interview content ™) 
be of a nature which is not affected in ê 
way by society’s prescription as to what © 
appropriate and proper for a man tO% 
and to do when in contact with a Wom 
Socially defined role behavior, howe™ 


applies generally to the more important 
and significant areas of interaction. 


REVIEW OF 
PERTINENT LITERATURE 


There is available some experimental and 
clinical validation for the contention that 
the code of communication dictated as ap- 
propriate for social role relationships exerts 
an influence on interaction during the in- 
terview. For convenience we will limit the 
discussion to sex roles since sex difference 
is immediately apparent and difficult to 
minimize. However, sex difference is 
merely one of a number of social variables 
—including class, age, ethnic, color, re- 
ligious, etc., differences—which in part 
determine the client’s responses in initial 
interviews. 

The experimental material regarding the 
influence of sex-linked role demands on 
the interview are somewhat equivocal. 
Hyman * details an experiment which indi- 
cates that although the sex of the public 
opinion interviewer seems to be significant 
in conditioning the response of the inter- 
viewee if the interviewer is a male, this 
did not appear to be the case if the inter- 
viewer is a female. Since most of the 
female interviewers were more experienced 
than their male counterparts, it was sug- 
gested that their greater skill tended to 
mask or counteract the effects of sex-role 
differences. 

Benny, analyzing somewhat similar ma- 
terial, summarizes by stating: “The least 
inhibited communication (between inter- 
viewer and interviewee) seems to take place 
between young people of the same sex; the 
most inhibited between people of the same 
age but different sex.”® The factor of sex 
difference in influencing interaction seems 
to be clear here. 

Curtis,” discussing the Rorschach, notes: 
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“There is a significant difference between 
male and female examiners on the number 
of records with sex responses” where the 
patient population was exclusively male. 
However, Alden® reports for a similar 
group of patients in the same test situa- 
tion: “There is no general trend (author’s 
italics) in the direction of either inhibition 
or facilitation of interpretations with 
sexual content in the presence of a female 
examiner.” This latter conclusion is sup- 
ported by Postman,® who held the sex of 
the subject constant and varied the sex of 
the experimenter in an experiment con- 
cerned with perception of taboo words. 
He reports that “relative thresholds for 
taboo words are not significantly different 
in the presence of an experimenter of the 
opposite sex than they are in the presence 
of an experimenter of the same sex.” 
Worby,?° in an experimental study, notes 


‘ that the adolescent expresses a preference 


for a therapist of his own sex but this may 
be unique to this age group and in line 
with the important developmental problem 


eee 


5 Hyman, op. cit., 153-58. 

6M. Benny, D. Reisman and S. Star, “Age and 
Sex in the Interview,” American Journal of Sociol- 
ogy, 62 (September 1956), 152. 

7H. S. Curtis and E, B. Wolf, “The Influence of 
the Sex of the Examiner on the Production of Sex 
Responses on the Rorschach,” American Psycholo- 
gist, 6 (1951), 345. 

sP. Alden and A. Benton, “Relationship of Sex of 
Examiner to Incidence of Rorschach Responses 
with Sexual Content,” Journal of Projective Tech- 
niques, 15 (1951), 231-84. 

9L. Postman, W. C. Bronson and G. L. Gropper, 
“Js There a Mechanism of, Perceptual Defense?”, 
Journal of Abnormal and Social Psychology, 48 
(1953), 215-24. 

10M. Worby, “The Adolescent’s Expectation of 
How the Potentially Helpful Person Will Act,” 
Smith College Studies in Social Work, 26 (October 
1955), 19. 
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of sexual identification encountered by the 
adolescent. Clinically the contention finds 
some support. Meyer 1 cites clinical experi- 
ence to demonstrate some advantage of the 
female psychiatrist in contact with the 
female patient. Cowen 1? notes that two of 
the thirty-two patients intensively studied 
in a follow-up of client-centered therapy in- 
dicated that “they felt particularly inhibited 
because of the sex of their counselor— 
enough to impede therapeutic progress.” 

Haimowitz,!8 in another study of client- 
centered therapy, notes that the clinical 
material indicates that there are certain 
problems that a woman will discuss more 
readily with a woman, the same being true 
for the male. 

Ingham 4 details a case history to stress 
the significance of sex roles in therapist- 
patient interaction. 

Fleming *5 notes that she found that the 
sex of the therapist was an important con- 
sideration in group play therapy. In a 
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11 Blanche M. Meyer, “The Unique Role of Women 
as Therapists in Psychiatry,” Journal of the Medical 
Women’s Association, 57 (6, 1950), 18-23. 


12E, L. Cowen and A. W. Combs, “Follow-up Study 
of 32 Cases Treated by Non-Directive Therapy,” 
Journal of Abnormal and Social Psychology, 45 
(1950), 232-58. 


18N. R. Haimowitz and L. Haimowitz, “Personality 
Changes in Client-Centered Therapy,” in Success in 
Psychotherapy, W. Wolff and J. Precker, (eds), 
New York, Grune and Stratton, 1952. 


34H. V. Ingham and L. R. Love, The Process of Psy- 


chotherapy, New York, McGraw-Hill Book Co., 
1954, 232. 


15L, Fleming and W. Snyder, “Social Personal 
Changes Following Non-Directive Group Play 


Therapy,” American Journal of Orthopsychia: 
17 (1947), 101. eae 


18W. Wolff, Contemporary Psychotherapists Exam- 
ine Themselves, Springfield, Ill., Charles C Thomas, 
1956, 242, ; 
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guided interview study of the practice of 
43 prominent psychotherapists the majority 
emphatically denied that the patients’ sex 
had any effect on the success of the therapy 
although it did have an effect in special 
instances, 16 j 


AN EXPERIMENT 
IN MULTIPLE MATCHING 


One of the difficulties in studying this prob 
lem in a clinical setting is that the inter 
views are in the nature of irreversible ex- 
periences. There is no way of knowing, 
once a case work interview is in progres) 
what a client might have offered or with 
held if the role relationship between client 
and worker were the result of a differen! 
combination of elements. However, in @ 
recent experiment conducted by the writet 
the client was simultaneously offered a 
choice of a variety of combinations of rol 
partners within the same initial interview 
The writer sat in as an observer in a serie j 
of case work intake interviews. Three of 
the four case workers who interviewed the 
clients in the experiment were female, Tit” 
client thus had available a female @® 
worker and a male observer. The post i 
bility of a variety of “matchings” withi 
the same interview was thus increased. F 
situation available to the client offered the 
opportunity of checking variations in reat 
tions to the differences in combination. a 
A male client of a department of public 
welfare was discussing, with a femal 
worker, a medical condition which limited 
his employability. The worker was attempt 
ing to get a clearer picture of this and the” 
client refused any information. He indi 
cated, however, that he was very ready t@ 
discuss this with the male observer if the 
case worker would step outside. The medi- 


cal problem, it was revealed, was in the 
genito-urinary area and the client’s con- 
ception of what was proper in sex-linked 
role relationships inhibited him from dis- 
closing this to the worker. 

A female client said to her female case 
worker that she had been uncomfortable 
in discussing her pregnancy in the presence 
of the male observer. She regarded this 
as “women’s business” which should not be 
discussed in the presence of a man with 
whom she was not on familiar terms. Had 
she been offered a male worker she would 
not have discussed this problem. 

A male client of a county department 
of public welfare was discussing, in a very 
general manner, the situation which had 
prompted difficulty between his wife and 
himself. The interviewer, a woman, was 
unsuccessful in obtaining an elaboration 
of this material. Shortly before the end 
of the interview, the worker found it neces- 
sary to leave the room, When the client 
and observer were alone the client said 
to the observer that the information he 
had given the worker regarding his wife 
was only a small part of the story. He said: 
“I find it difficult to talk to one woman 
about another woman. I can’t tell on one 
woman to another.” He then went on to 
detail, to the observer, his wife’s infidelity. 

A female client in a family service 
agency in discussing the observation ex- 
perience privately with the female case 
worker said that she had been hesitant to 
criticize her husband in the presence of 
the male observer. She had said at one 
point that “men are little boys anyhow.” 
At that she became consciously aware of 
the observer and censored herself from 
making further uncomplimentary remarks 
about men in general. She indicated that 
she would have been prompted to act in 
this controlled manner if her case worker 
had been male. 
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Two clients in responding to the pro- 
posal that the observer be permitted to sit 
in on the interview indicated, by inference, 
their strong preference for an interviewer 
of their own sex and hence their recogni-. 
tion of sex-linked appropriate role be- 
havior as they defined it. In both cases 
the client presented a problem of sexual 
adjustment in marriage. One female client 
said, in refusing permission to the observer 
to sit in, “It’s pretty hard to talk about 
some things. If it weren't a man maybe 
all right but I am having trouble even 
talking with Dr. Smith (her family doctor) 
about this.” 

Another client asked if the observer 
were a man and then went on to refuse 
permission for the observer to sit in, say- 
ing, “I'll be talking about a lot of personal 
things. If a woman was coming in to 
observe it would be all right but not a 
man.” 

The influence of social conventions on 
sex roles was further noted in the responses 
of male clients who were interviewed by 
female workers to the discussion of material 
which is regarded as being within the 
special purview of the male. On these occa- 
sions they turned to the observer and 
ignored the interviewer. This was in sharp 
contrast to their conduct throughout other 
parts of the interview, when the observer 
was ignored. One client discussed a prob- 
lem of his car in this manner, another his 
army experience, another his drinking 
habits, still another an important poker 
game. Since these activities are defined 
as being of primarily masculine interest, 
the client seemed to suggest by his actions 
that he felt the female worker would either 
be uninterested in, or incapable of under- 
standing, this material. One might specu- 
late as to whether such material would 
have been offered if the male client had 
been alone with the female worker. 
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IMPORTANCE TO SOCIAL WORK 


There are a number of considerations 
which suggest the importance, for social 
work, of an awareness that institutionalized 
role patterned behavior conditions the cli- 
ent’s response in initial contacts. 

The reciprocal responses dictated as ap- 
propriate for a particular role relationship 
can impede or facilitate the client’s feeling 
of freedom in communication. If motiva- 
tion for help is great the impediments to 
ease in communication which derive from 
appropriately dictated role behavior can 
be overcome. However, for a great many 
clients this burden, in addition to all the 
other considerations which dictate opposi- 
tion to seeking help, may be more than 
limited motivation can carry. Houwink 
says: “Color is an additional problem to 
be resolved within the case work relation- 
ship before client and worker can be free 
to relate to the individual human problems 


17E, Houwink, “Color Is an Additional Problem,” 
Mental Hygiene, 32 (1948), 604. 


18See M. Blenkner, et al., A Study of Intake, New 
York, Institute of Welfare Research, Community 
Service Society, June 1950, and J. Frings, et al., 
A Study of Short-Term Cases, New York, Research 
Department, Jewish Family Service, April 1951. 


190. Pollak, Integrating Sociological and Psycho- 
analytic Concepts, New York, Russell Sage Founda- 
tion, 1956, 177-217. 

20 While Pollak seeks to explain this in terms of 
social role relationship as it affects the worker's 
reluctance to offer service to the male client, M. 
Mead in Keep Your Powder ‘Dry suggests that the 
explanation lies in the male client’s view of the 
feminine nature and values of social work. This 
hypothesis receives some empirical confirmation in 
J. Seeley, A. Sim and E. Loosley, Crestwood 
Heights, New York, Basic Books, 1956. That this 
feminization of social work extends to the male 
practitioner as well is suggested in an interesting 
analysis of the general approach of the counselor 
in R. Farson, “The Counselor Is a Woman,” Journal 
of Counseling Psychology, 1 (1954) 221-23, 


360 


that lie beyond.” 17 For color 
substitute sex or race or class diff 
the “additional problem.” 

The substantial number of client 
fail to continue beyond the initial a 
indicate that frequently motiva 
case work help is tenuous and h 
assiduously supported. Unless th 
pediments to rapport and ease in ci 
cation are reduced to a minimum 
may never get beyond the point wh 
cease to matter.18 "i 

Some of the explanation for the dl 
fact, so amply documented by Poll 
the failure on the part of social 
offer successful service to fathers 
in this analysis.?° 

In seeking other kinds of profes 
services the client can avoid such 
difficulties. A sick woman who 
comfortable about being examined 
male doctor can elect to ask for £ 
from a female doctor. Howev 
work is peculiar in that the cli 
social agency is not permitted a 
the professional person offering 
The worker is assigned by the agency 
than selected by the client. Hen 
client may be faced with the neces 
adjusting to difficulties in commu 
posed by social variables if he 
continue contact. 

Does this imply that the agencies 
the responsibility of supplying every 
with the worker who would, on th 
of our knowledge of social relatio 
fall into those categories most 
facilitate client freedom in comm 
tion? This is, of course, administra 
infeasible. In many instances it 0 
psychodynamically in error in terms 
particular needs of a client. But 
it were administratively possible and 
instances psychodynamically corret 
would pay a price for the gains a 


Matching would probably make the client 
initially more comfortable; it probably 
would increase the empathic index of the 
relationship; it permits an intimate knowl- 
edge by the worker of the client's culture, 
which increases the probability of more 
consistent understanding, But if worker 
and client are matched in terms of social 
variables, because of the worker's simi- 
larity to the client he is more likely to be 
caught in the web created by reactivation 
of similar problems, more prone to over- 
identify, less capable of achieving a pro- 
fessional objectivity about the client's 
situation. 

The solution, it would appear, lies not 
so much in matching but in developing 
greater skill on the part of the workers so 
as to minimize any difficulties that stem 
from role-linked behavior and in attracting 
to social work people who have the capacity 
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to empathize with a great variety of clients 
in a great variety of situations. It would 
lie in a more explicit understanding of the 
social role determinants of the client's re- 
sponses. It would lie, as well, in helping 
the client to understand more explicitly 
the real difference between the professional 
relationship and the specious social aspects 
of the professional relationship. 


SUMMARY 


The importance of social role considera- 
tions as a determinant of worker-client in- 
terview interaction, particularly during in- 
itial contacts, has been discussed. Previous 
experimental and clinical studies of the 
effects of one of these elements—sex—have 
been reviewed and some additional clinical 
material cited. The significance of this 
consideration for social work is discussed. 
ST 


On bureaucracy 


“This organizational paradox,” as it has been called, stems from the fact that organi- 
zations often prevent the translation of unrest into social action. This is true because 
in order to accomplish their goals, organizations must establish a set of procedures or 
means. In the course of following these procedures, the persons to whom authority and 
functions have been delegated often come to regard them as ends in themselves rather 
than as means toward the achievement of the organization's goals. The inevitable result 
of this process is that the actual activities of the organization ultimately become centered 
upon the proper functioning of organization procedures, rather than upon the achieve- 
ment of the initial goals. This phenomenon has been observed in a number of social 
movements in the process of becoming institutionalized—David L. Sills, Bureau of Ap- 
plied Social Research, Columbia University. 
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Two different approaches can be taken to 
problems of ego development in encapsu- 
lated Negro communities. First, I would like 
to consider the personality development of 
the segregated Negro child as a special vari- 
ant of the more typical course of ego devel- 
opment in our culture. Here the approach is 
normative, from the standpoint of a per- 
sonality theorist interested in subcultural 
differences. In what ways does the ego 
development of the segregated Negro child 
differ from that of the textbook child grow- 
ing up in the shadow of our dominant 
middle-class value system? Second, I would 
like to consider some kinds of and reasons 
for individual differences within this under- 
privileged: group. Do all Negro children in 
the Harlem ghetto respond in the same way 
to the impact of their segregated lower- 
class environment? If not, why not? These 


Dr. Ausubel, who is professor of education in the 
University of Illinois College of Education, read this 
paper September 1, 1956 at the convention of the 
American Psychological Association in Chicago. He 
writes, “The assistance of Miss Lillian Cukier in its 
preparation is gratefully acknowledged.” 
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second kinds of questions would be aske 
by a personality theorist concerned will 
idiosyncratic variability within a suball 
tural group or by a psychiatrist treating Me 
behavior disorders of such children ing 
Harlem community clinic. Although lim! 
tations of time will not permit me 10% 
sider explicitly the implications of this m4 
terial for such practical issues as education 
practice and desegregation, I believe Ml 
many of the implications are self-evident 


OVERVIEW OF EGO DEVELOPMENT 
IN WHITE MIDDLE-CLASS CHILDE™ 


Before turning to a description of €80 
velopment in segregated Negro comm 
ties it may be helpful to examine briefly" 
typical middle-class model with whi 
will be compared. In doing this rdo 
mean to imply that the developmenta m 
tern in suburbia is typical of the Amam 
scene. Obviously only a minority ofa 
ica’s children live in the ecological ¢” 
lent of suburban culture. Neverthe” 
is still a useful model for comparative F 


poses because it reflects the value system 
that dominates such official socializing in- 
stitutions in our society as the school, the 
church, the youth organizations, the mass 
media and the child-rearing manuals. 
Hence it is the most widely diffused and 
influential model of socialization in our 
culture. It is the official model that most 
parents profess to believe in regardless of 
whether or not they practice it. It is the 
model that would most impress foreign an- 
thropologists as typical of American culture. 

The infant in suburbia, as in many other 
cultures, may be pardoned for entertaining 
mild feelings of omnipotence (2). Out of 
deference to his manifest helplessness, his 
altruistic parents are indulgent, satisfy most 
of his needs and make few demands on him. 
In view of his cognitive immaturity, it is 
hardly surprising then that he interprets his 
enviable situation more as proof of his voli- 
tional power than as reflective of parental 
altruism. As he becomes less helpless and 
more responsive to parental direction, how- 
ever, this idyllic picture begins to change. 
His parents become more demanding, im- 
pose their will on him and take steps to 
socialize him in the ways of the culture; 
and by this time the toddler has sufficient 
cognitive maturity to perceive his relative 
impotence and volitional dependence on 
them. All of these factors favor the occur- 
rence of satellization. The child surrenders 
his volitional independence and by the fiat 
of parental acceptance and intrinsic valua- 
tion acquires a derived status. As a result, 
despite his marginal status in the culture 
and his manifest inability to fend for him- 
self, he acquires feelings of self-esteem that 
are independent of his performance ability. 
He also internalizes parental values and ex- 
pectations regarding mature and acceptable 
behavior. 

In suburbia, derived status constitutes the 
cornerstone of the child’s self-esteem until 
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adolescence. Beginning with middle child- 
hood, however, forces are set in motion — 
which bring about preliminary desatelliza- 
tion from parents. Both in school and in 
the peer group he is urged to compete for 
a primary status based on his academic pro- 
ficiency, athletic prowess and social skills. 
School and peer group legislate their own 
values, impose their own standards and also 
offer him a subsidiary source of derived 
status insofar as they accept him for himself 
in return for his loyalty and self-subordina- 
tion. All of these factors tend to devalue 
the parents and to undermine their omnisci- 
ence in the child’s eyes. The home becomes 
only one of several socializing agents that 
foster the development of aspirations for 
academic and vocational success and the 
pattern of deferred gratification necessary to 
achieve them. 

Nevertheless, until adolescence parents re- 
main the major socializing agents and source 
of values in the child’s life. Compared to 
the derived status obtained from parents, 
the primary status available in school and 
peer group plays only a subsidiary role in 
the total economy of ego organization. 


EGO DEVELOPMENT IN 
SEGREGATED NEGRO COMMUNITIES 


In the early childhood. Many of the eco- 
logical features of the Harlem Negro en- 
vironment that impinge on personality de- 
velopment in early childhood are not 
specific to Negroes as such but are character- 
istic of most lower-class populations. Lower- 
class parents, for example, are generally 
more casual, inconsistent and authoritarian 
than middle-class parents in controlling 
their children, and resort more to harsh, 
corporal forms of punishment (9, 10, 21, 22). 
Even more important, they extend less suc- 
corant care and relax closely monitored 
supervision much earlier than their middle- 
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class counterparts (8, 9, 11, 17). Lower- 
class children are thus free to roam the 
neighborhood and join unsupervised play 
groups at an age when suburban children 
are still confined to nursery school or to 
their own backyards. Hence, during the 
preschool and early elementary school years 
the lower-class family yields to the peer 
group much of its role as socializing agent 
and source of value and derived status. 
During this early period lower-class chil- 
dren undergo much of the desatellization 
from parents that ordinarily occurs during 
middle childhood and preadolescence in 
most middle-class families. They acquire 
earlier volitional and executive independ- 
ence outside the home and in many cases 
assume adult responsibilities such as earn- 
ing money and caring for younger siblings. 
Abbreviated parental succorance, which 
frustrates the dependency needs of middle- 
class children and commonly fosters over- 
dependence (27), has a different significance 
for and effect on these lower-class children. 
Since it reflects the prevailing subcultural 
norm and since the opportunity for early 
anchorage to a free-ranging peer group is 
available, it tends to encourage the develop- 
ment of precocious independence. 

All of the foregoing properties of the 
lower-class environment also apply to the 
Harlem Negro community. In addition, 
however, homes are more apt to be broken, 
fathers are more frequently absent and a 
matriarchal and negative family atmosphere 
more commonly prevails (7, 12). The lower- 
class Negro child is frequently raised by his 
grandmother or older sister while his 
mother works to support the family deserted 
by the father (12). 

Being a Negro, however, has many im- 
plications for the ego development of young 
children that are not inherent in lower- 
class membership. The Negro child in- 
herits an inferior caste status and almost 
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inevitably acquires the negative self-ested 
that is the realistic ego reflection of sud 
status. Through unpleasant contacts wil 
white persons and with institutionaliad 
symbols of caste inferiority (¢.g., segre 
schools, neighborhoods, amusement placaj 
—and more indirectly through mass-medi 
and the reactions of his own famil 
gradually becomes aware of the social si 
nificance of racial membership (13). 
soon learns “that skin color is importan 
that white is to be desired, dark to ben 
gretted” (20). He perceives himself ast 
object of derision and disparagement (l$ 
as socially rejected by the prestigeful ¢ 
ments of society and as unworthy of suci 
ance and affection (12). Having no comps 
ling reasons for not accepting this official 
sanctioned negative evaluation of Il 
self, he develops deeply ingrained fed 
of inferiority (30). 

In addition to suffering ego delato 
through awareness of his inferior status 
society, the Negro child finds it more © 
cult to satellize and is denied much olf 
self-esteem advantages of satellization. 
derived status that is the principal sourd; 
children’s self-esteem in all cultures) 
largely discounted in his case since hed 
satellize only in relation to superordint 
individuals or groups who themselves P3 
sess an inferior and degraded status: 9# 
lization under such conditions n0t % 
confers a very limited amount of d 
status but also has deflationary impli@t 
for self-esteem. We can understand, t 
fore, why young Negro children "4 
identifying with their own stigmatiZ2@ 
group (5), why they seek to shed their a 
ties (12) and why they prefer the skin 
of the culturally dominant caste (5: 11 
And by rejecting their own rach a 
they inevitably increase the burden 0 
rejection, since sooner or later they 
acknowledge their racial membership: | 


In middle childhood and preadolescence. 
During middle childhood and preadoles- 
cence the ego development of the segregated 
Negro child also reflects the influence of 
both general social class factors and more 
specific racial factors. As already pointed 
out, early experience in fending for himself 
both in the wider culture and in the unsu- 
pervised peer group, as well as in exercising 
adult-like responsibilities, accomplishes pre- 
cociously much of the desatellization from 
and devaluation of parents characterizing 
the ego development of middle-class chil- 
dren during this period. 

In these developments school plays a 
much less significant role among lower-class 
than among middle-class children. The 
lower-class child of school age has fewer illu- 
sions about parental omniscience for the 
teacher to shatter and is coerced by the 
norms of his peer group against accepting 
her authority, seeking her approval or en- 
tering into a satellizing relationship with 
her (9). School can also offer him very little 
in the way of either current or ultimate 
primary status. His parents and associates 
place no great value on education and do 
not generally encourage high aspirations 
for academic and vocational success, finan- 
cial independence or social recognition (9, 
17, 24); and even if they did, as Allison 
Davis puts it, academic achievement is a 
valueless reward for a child who soon comes 
to realize that professional status is beyond 
his grasp (9). Hence, anxiety regarding the 
attainment of internalized needs for voca- 
tional prestige does not drive the lower- 
class child to excel in school (9). Also, 
because of low achievement and discrimina- 
tory treatment, he fails to obtain the cur- 
rent rewards of academic success available 
to middle-class school children (9). On 
what grounds could a child immersed in an 
intellectually impoverished environment be 
expected to actualize his genetic potentiali- 
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ties for verbal and abstract thinking when 
he is unmotivated by parental pressures, by 
ambitions for vocational success or by the 
anxiety associated with realizing these 
ambitions? 

The lower-class child’s expressed levels of 
academic and vocational aspiration often 
appear unrealistically high (12), but unlike 
the analogous situation in middle-class chil- 
dren these do not necessarily represent his 
real or functional levels of striving. They 
more probably reflect impairment of real- 
istic judgment under the cumulative im- 
pact of chronic failure (26) and low social 
status (16), as well as a compensatory at- 
tempt to bolster self-esteem through the 
appearance rather than the substance of 
aiming high. Lacking the strong ego-in- 
volvement which the middle-class child 
brings to school work and which preserves ` 
the attractiveness of academic tasks despite 
failure experience (25), he quickly loses in- 
terest in school if he is unsuccessful. Finally, 
since he does not perceive the eventual 
rewards of striving and self-denial as at- 
tainable for persons of his status, he fails 
to develop to the same degree as the middle- 
class child the supportive traits of ego ma- 
turity necessary for the achievement of aca- 
demic and vocational success (9). These 
supportive traits include habits of initiative 
and responsibility and the “deferred gratifi- 
cation pattern” of hard work, renunciation 
of immediate pleasures, long-range plan- 
ning, high frustration tolerance, thrift, or- 
derliness, punctuality and willingness to 
undergo prolonged vocational preparation 
(9, 17, 24). 

‘All of these factors inhibiting the devel- 
opment of high-level ego aspirations and 
their supportive personality traits in lower- 
class children are intensified in the segre- 
gated Negro child. His over-all prospects 
for vertical social mobility, although more 
restricted, are not completely hopeless. But 
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the stigma of his caste membership is in- 
escapable and insurmountable. It is inher- 
ent in his skin color, permanently ingrained 
in his body image and enforced by the 
extra-legal power of a society whose moral, 
legal and religious codes proclaim his 
equality (30). If this situation exists despite 
the authority of God and the U. S. constitu- 
tion, what basis for hope does he have? It 
is not surprising, therefore, that in compari- 
son with lower-class white children he as- 
pires to jobs with more of the formal trap- 
Pings than with the actual attributes of 
social prestige; that he feels impotent to 
strike back at his tormentors; that he feels 
more lonely and scared when he is by him- 
self; and that he gives more self-deprecatory 
reactions when figuratively looking at him- 
self in the mirror (12). He may have less 
anxiety about realizing high-flown ambi- 
tions than the middle-class child, but 
generalized feelings of inadequacy and un- 
worthiness make him very prone to over- 
respond with anxiety to any threatening 
situation. In view of the general hopeless- 
ness of his position, lethargy, submission 
and passive sabotage are more typical than 
aggression of his predominant reaction to 
frustration. 

Negro children and lower-class white chil- 
dren who attend schools with a heterogene- 
ous social class and racial population are in 
a more favorable developmental situation. 
Under these conditions the unfavored 
group is stimulated to compete more ag- 
gressively with the more privileged group 

“in everyday contacts and in aspirational 
behavior (4). In their self-judgments they 
compare themselves with actual models and 
do not feel particularly inferior (12). Negro 
children in segregated schools, on the other 
hand, are not only deprived of this stimula- 
tion but in comparing themselves to other 

, children paradoxically feel more depressed 

and less able to compete adequately (12), 
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despite the fact that their actual contacts — 


are confined to children in the encapsu- 
lated community who are patently no better 
off than they are. Apparently, then, they 
must use idealized mass-media models as 
the basis for comparison. 

Other factors also contribute to the more 
serious school retardation of segregated 
Negro children: The incentive of reaching 
the average level of proficiency in the group 
is not very stimulating since the mean and 
even the somewhat superior child in this 
group are still below grade level; broken 
homes, unemployment and a negative fam- 
ily atmosphere are more prevalent; teachers 
are of poorer quality, tend to be overly 
permissive and to emphasize play skills over 
academic achievement; and pupils perceive 
teachers as evaluating them more negatively 
and as more concerned with their behavior 
than with their school work (12). 


SEX DIFFERENCES 


One of the most striking features of ego 
development in the segregated Negro com- 
munity is the relatively more favored posi- 
tion enjoyed by girls in comparison to the 
middle-class model. It is true that middle- 
class girls have certain advantages over boys 
in early ego development. Since girls per- 
ceive themselves as more highly accepted 
and intrinsically valued by parents (3) and 
have a more available emulatory model in 
the home (28), they tend to satellize more 
and longer. In addition to. enjoying more 
derived status in the home, they can also 
acquire more primary status from house- 
hold activities (23) and from school achieve- 
ment. The opportunity for acquiring pri- 
mary status in school is greater for girls 
than for boys because of their superior 
verbal fluency and greater conformity to 
adult authority and because school success 
is less ambivalently prized by their peers, 
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In general, girls are less negativistic (14), 
more amenable to social controls (19) and 
less alienated from adults. 

Middle-class boys, however, are not too 
badly off. Their mothers tend to prefer 
them to girls (27) and their fathers are re- 
sponsible and respected status figures in the 
home and the principal source of economic 
security. Furthermore, although girls en- 
joy more current primary status during 
childhood, boys have higher ultimate as- 
pirations for primary status; their aspira- 
tional level both for laboratory tasks (29) 
and for possessions and achievement (6) are 
higher. Unlike boys, girls do not really 
expect tọ prove their adequacy and main- 
tain their self-esteem as adults by means of 
their vocational accomplishments. ‘Their 
fathers are satisfied if they are. “pretty, 
sweet, affectionate and well-liked” (1). Fi- 
nally, the superordinate position of men in 
our society, as well as the accompanying 
male chauvinism, is reflected in childhood 
sex roles. From an early age boys learn 
to be contemptuous of girls and their ac- 
tivities; and although girls retaliate in kind 
by finding reasons for deprecating the male 
sex they tend to accept in part the prevail- 
ing view of their inferiority (18). Whereas 
boys seldom if ever desire to change sex, 
girls not infrequently wish they were boys 
(31). The male counterpart of a “tomboy” 
who relishes sewing and reads girls’ books is 
indeed a rarity. 

In contrast to this picture, we find girls 
in the segregated Negro community show- 
ing much greater relative superiority in aca- 
demic, personal and social adjustment (12). 
They not only outperform boys academi- 
cally by a greater margin but also in all 
subjects, rather than only in language skills 
(12). They have a greater span of atten- 
tion, are more popular with classmates, show 
more mature and realistic aspirations, as- 
sume more responsible roles and feel less 
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depressed in comparing themselves with 
other children (12). Adequate reasons for 
these differences are not difficult to find. 
Negro children in this subculture live ina 
matriarchal family atmosphere where girls 
are openly preferred by mothers and grand- 
mothers and where the male sex role is 
generally deprecated. ‘The father fre- 
quently deserts the family and in any case 
tends to be an unrelaible source of eco- 
nomic and emotional security (7, 12). 
Hence the mother, assisted perhaps by her 
mother or by a daughter, shoulders most 
of the burdens and responsibilities of child 
rearing and is the only dependable adult 
with whom the child can identify. In this 
environment male chauvinism can obtain 
little foothold. The preferential treatment 
accorded girls is even extended to opportu- 
nities for acquiring ultimate primary status. 
If the family pins all of its hopes on and 
makes desperate sacrifices for one child, it 
will often be a daughter in preference to a 
son. Over and above his handicaps at home 
the Negro boy also faces more obstacles in 
the wider culture in realizing his vocational 
ambitions, whatever they are, than the Ne- 
gro girl in fulfilling her adult role expecta- 
tions of housewife, mother, nurse, teacher 
or clerical worker (12). 

It seems, therefore, that Negro girls in 
racially encapsulated areas are less trauma- 
tized than boys by the impact of racial 
discrimination. This is precisely the op- 
posite of what is found in studies of Negro 
children from less economically depressed 
and less segregated environments (13, 28). 
The discrepancy can be attributed perhaps 
to two factors. First, the preferential treat- 
ment accorded girls in the encapsulated 
community is more pervasive, unqualified 
and continuous. Second, unlike Negro girls 
in mixed neighborhoods, these girls are less 
exposed to slights and humiliation from 
white persons. 
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INDIVIDUAL DIFFERENCES IN 
REACTIONS TO THE SEGREGRATED 
NEGRO ENVIRONMENT 


Only extreme cultural determinists would 
argue that all children in the encapsulated 
Negro community necessarily respond in 
substantially identical ways to the impact 
of their social environment. Although com- 
mon factors in cultural conditioning ob- 
viously make for many uniformities in 
personality development, genetically deter- 
mined differences in temperamental and 
cognitive traits as well as differential experi- 
ence in the home and wider culture account 
for much idiosyncratic variation. Would it 
be unreasonable, for example, to anticipate 
that an intellectually gifted Negro child in 
this environment might have a fate different 
from that of an intellectually dull or aver- 
age youngster; that an active, assertive, out- 
going and tough-skinned child might react 
differently to discriminatory treatment from 
one who is phlegmatic, submissive, sensitive 
and introverted? 

Differences in early socializing experience 
with parents are probably even more im- 
portant, especially since they tend to gen- 
eralize to interpersonal behavior outside the 
home. At this point it is worth noting that 
generally speaking racial discrimination af- 
fects children indirectly through their par- 
ents before it affects them directly through 
their own contacts with the wider culture. 
This indirect influence is mediated in two 
ways. First, general parental attitudes to- 
ward the child are undoubtedly determined 
in part by the parent’s own experience as a 
victim of discrimination. Some racially 
victimized parents, seeking retribution 
through their children, may fail to value 
them intrinsically and may place exagger- 
ated emphasis on ego aggrandizement. 
Others may be so preoccupied with their 
own frustrations as to reject their children, 
Still others may accept and intrinsically 
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value their children, and through their own 
example and strength of character encour- 
age the development of realistic aspirations 
and mature, self-disciplined behavior. Sec- 
ond, parents transmit to their children some 
of their own ways of responding to dis- 
crimination, such as counter-aggression, pas- 
sive sabotage, obsequious submission or 
strident counter-chauvinism. 

Much individual variability therefore 
prevails in the reactions of children to min- 
ority group membership, Fortunately, suf- 
ficient time is available for establishing some 
stable feelings of intrinsic adequacy within 
the home before the impact of segregation 
on ego development becomes catastrophi- 
cally destructive. It was found, for ex- 
ample, that Negro children who are most 
self-accepting also tend to exhibit more posi- 
tive attitudes toward other Negro and white 
children (28). Hence, while appreciating 
the generally unfavorable effects of a segre- 
gated environment on all Negro children, 
we may conclude on the more hopeful note 
that the consequences of membership in a 
stigmatized racial group can be cushioned 
in part by a foundation of intrinsic self- 
esteem established in the home. 
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JOSEPH G. DAWSON, Pu.D. 


Psychotherapy with 


a chronic schizophrenic patient 


Although there is a growing body of clini- 
cal evidence supporting the hypothesis that 
schizophrenia is not an irreversible process 
in many patients, there have been few de- 
lineations as to what specific therapeutic 
factors contribute to changes in this proc- 
ess. Part of the difficulty may lie in the 
belief held by many that schizophrenia is 
not one disease but several, all of which may 
be represented by similar symptom constel- 
lations. As a result of the lack of adequate 
theory and factual knowledge about the 
process itself, methods advocated and em- 
ployed in the psychotherapy of schizo- 
phrenic patients show a wide divergence in 
practice. Current evidence also supports a 
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belief that the process may be modified or 
altered by psychological or empirical phar- 
macological methods. 

There are two purposes for presenting 
this report. One of these is to give an ex- 
ample of successful psychotherapy with a 
catatonic patient whose prognosis was con- 
sidered extremely poor. The second, and 
perhaps more important, is to present this 
patient’s post-psychotic record of achieve- 
ment. This is significant since some theories 
about the remission of schizophrenia usu- 
ally emphasize post-psychotic level of com- 
pensation and not new achievement. 


CASE HISTORY 


Henry was born in a midwestern city in 
1923. His father was a small business man 
who had attained a fair degree of economic 
security. His mother was an industrious 
woman who not only took care of the home 
but as Henry and his younger brother grew 
older helped her husband in his business. 


Both parents set high standards for the 
children. 


Henry had a psychiatrically uneventful 
childhood except for being somewhat shy 
and bashful. He was graduated from high 
school at 16 as president of his class, and 
during his latter years in high school he 
worked on a part-time job of some responsi- 
bility. His associates described him as pop- 
ular with both sexes. 

In 1942, following graduation, Henry vol- 
unteered for training as an Air Force cadet. 
As he progressed through flight training 
his reports were creditable, he received his 
wings and commission and was assigned to 
the 8th Air Force in England as a pilot. 
Following his eighteenth mission over Ger- 
many his B-17 was forced down in the 
North Sea where he was rescued by a DO-X 
flying boat and taken to a Nuremberg 
prison camp. 

At first Henry made a good adjustment 
to camp life but gradually he began to with- 
draw and became very abusive toward his 
fellow prisoners and captors. At this time 
the prisoners were compelled to undergo 
several forced marches on starvation rations. 
As the patient’s malnutrition increased he 
was unable to meet the heavy physical de- 
mands of the forced marches and was 
treated very harshly by his captors. (Henry's 
weight when captured was about 200 
pounds and when he was liberated by the 
allied armies his weight had decreased to 
approximately 94 pounds.) 

Following his release he was returned to 
an army hospital, which later became a 
veterans’ hospital.’ 
Henry’s clinical progress was static even 
though his treatment included several 
“series” of electroshock therapy and exten- 
sive insulin deep coma therapy. During 
this 2-year period his psychiatrist also at- 
tempted amytal exploratory interviews and 
other psychotherapeutic contacts with no 
observable changes in his patient's behavior. 


A Chronic Schizophrenic Patient 


DAWSON 


ON ADMISSION 


A picture of his mental status follows. 
11-1646: The patient is a neat, clean, tidy, 
uncooperative individual, who walks 
around the ward in a diffident, indecisive, 
hesitant manner. He is seclusive and tense 
and at times refuses to eat with the other 
patients. He shows stubbornness and neg- 
ativism. When he walked to the examiner's 
room, it was necessary to coax him to enter; 
he then hesitated at the doorway and 
backed out of the room. The patient was 
coaxed to sit in a chair and in a minute or 
so he quickly stood up, paced the floor and 
had to be coaxed to sit in the chair again. 
This behavior was repeated throughout the 
interview. The patient speaks slowly and 
shows much blunting, is incoherent, irrele- 
vant and very circumstantial, and is evasive 
and suspicious. He mutters to himself and 
repeats many phrases. His countenance is 
expressionless and there is flattening of the 
affect, The patient feels somewhat de- 
pressed and states that he feels that way 
because he is locked up. He also resents 
the fact that he is a former officer and is 
treated like any patient. He resents being 
pushed around by the attendants and other 
patients and feels that as an officer he should 
be treated with dignity and respect. He 
refuses to accept the fact that he is no 
longer an officer but a civilian. He denies 
ever having masturbated and refuses to dis- 
cuss it. The rigidity of this patient about 
sex is quite marked and shows a moral in- 
hibition implanted during childhood. Hal- 
lucinations and delusions are denied. He 
is well oriented in all three spheres; mem- 
ory for remote and recent events is spotty 
and inaccurate. General knowledge is fair 
and calculation is good. 

The patient shows a complete lack of in- 
sight because he states there is nothing 
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wrong with his mind and he came to the 
hospital just to put some flesh on his bones. 
Laboratory examinations are negative. 

Diagnosis: Schizophrenia, catatonic type. 

Prognosis: Poor; the patient is incom- 
petent. 

The progress notes of his physician are 
included since they supplement the picture 
of the patient’s behavior as given on the 
mental status examination. It is also in- 
teresting to observe the development of 
counter-transference feelings in his thera- 
pist. As the months passed Henry's lack 
of response seems to have become quite 
threatening to his therapist. 


PROGRESS NOTES 


12-1846: The patient completed the first 
series of 18 electroshock treatments. Be- 
fore shock the patient’s behavior was de- 
scribed as catatonic, rigid, hesitant. He 
now speaks irrelevantly and incoherently, 
is “blunted” and fails to respond emotion- 
ally. He is not hallucinating, but has an 
intense preoccupation with bodily condi- 
tions. He lacks insight and is apathetic, 
At the conclusion of the shock he was con- 
sidered unimproved and placed on insulin 
therapy. 


3-10-47: Patient stands with both feet close 
together, his body upright and rigid, his 
head slightly bowed. He keeps this posi- 
tion for long periods of time and says al- 
Most nothing to anyone. He was engaged 
in conversation today and seemed to have 
the idea he will be out of here soon. He 
Says everything is in the record, that I can 
get the information there and need not ask 
him about it at all. He is just waiting for 


-. 
1 The term “chronic” as used here is no longer em- 
ployed to designate hospitals in the Veterans’ Ad- 
ministration. 
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his papers to be signed so he can go home. 
The patient was told point-blank there 
were no papers made out for him, that he 
was not going home, and that information 
was not complete. He reacted to this by 
walking away. 


3-18-47: The patient is religiously avoid- 
ing the examiner and staying clear of him 
at all times. I have had no part of this 
delusional content and I will do for him 
what I can. He reacts in a very negative 
way. 


On 3-26-47: The patient continues his 
negative reaction. There is absolutely 
nothing about this man that has changed. 
He still hangs on to the delusion that he 
will be out of here soon; that it’s only a 
matter of completing the signatures on the 
necessary papers. He is very catatonic and 
stands in one position for long periods of 
time, walking away when spoken to. 


4-2-47: The patient refused to eat but 
when threatened by force took food. He 
believes some sort of grandiose delusion, be- 
cause he cannot imagine that he would be 
asked to eat in a room with a colored at- 
tendant standing by. The attendant had 
to leave. 


4-8-47: The patient is so resistive and un- 
cooperative that nothing can be done for 
him. He has had shock treatment to no 
avail and should be transferred to a chronic 
hospital.t_ He spends much time in a cata- 
tonic position, standing still and erect in 
one place for long periods of time. 


4-18-47: The patient continues to use every 
effort to avoid even the most casual con- 
tacts by me. He walks away in an angry 
way when, at times, I say “good morning” 
to him. Efforts to talk to him are com- 
pletely in vain and there has been no suc- 
cess whatever in efforts to obtain a trans- 


ference situation with him. For the past 
week I have taken the attitude that I don’t 
want to talk to him, or see him for that 
matter, but his whole reaction to it is nil, he 
behaves in the same resistive, negative 
manner. 


4-29-47: The patient is unchanged and is 
impossible to approach. His mother cor- 
nered me in the hall recently. She is a 
most difficult person to talk to, and takes 
the attitude that she knows what her son’s 
trouble is. She gives the reasons she thinks 
to be responsible and expects the psychi- 
atrist to agree with her. When he does not, 
she takes the attitude that the psychiatrist 
is accusing her of being responsible for her 
son’s insanity. She has a great deal of guilt 
` ‘about his condition. 


5-8-47: No change in the patient’s condi- 
tion. 
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6-28-47: The patient is as hopelessly psy- 
chotic as ever; he cannot be contacted. He 
struck a nurse a light blow when she did 
not accept the statement that he was not a , 
patient. He stands for such long periods of 
time that his ankles have become edematous 
and the only way we can get him off his feet 
is to put him in cold packs. I believe this 
patient should have prefrontal lobotomy 
because he is not responding to electro- 
schock or to insulin. He has been psychotic 
for over two years and there has been little 
change in the nature of his symptoms. 
Symptomatology indicates a very strong 
conscience in an obsessive compulsive na- 
ture but he has no previous history of anti- 
social tendencies or immoral trends. He is 
a ward problem, and in the opinion of all 
members of the staff he is hopeless. I have 
tried every trick I know of to get into con- 
tact with him but he is amazingly rigid in 


resisting any effort, no matter how slight, 


M 5-1447: No change in the patient's condi- i 
to contact him. 


A tion. He is as resistive and negativistic as 
PSEVET. 


6-2-47: No change. 


6-14-47: About a week ago the patient was 
invited to my office and when he refused to 
come in I told him that his release from 
this hospital was a matter which I would 
have to decide and if he didn’t talk to me 
he would be here indefinitely. He flew into 
a rage which passed off after some hours. 
He has changed a little lately in that he is 
not quite as anxious to show me that he 
would do everything in his power to keep 
from talking to me. I have made no more 
approaches to him and it must necessarily 
be a long time before I do. 


6-21-47: The patient continues to stay 
clear of any attempt to talk to him. He is 
not as insistent about this, however, and fu- 
ture attempts will be made to contact him, 
but the going will be slow. 


7-4-47: The patient's condition seems, if 
anything, somewhat worse. His eating is 
becoming poorer and it has been necessary 
on occasion to feed him with a tube. 


7-21-47: The patient was seen at weekly 
conference and presented for consideration 
for prefrontal lobotomy. It was decided he 
should be given sodium amytal and a fur- 
ther course of insulin shock therapy prior 
to any psycho-surgery. Intravenous amytal 
loosened the patient up so that he talked 
freely; he smoked cigarettes, and talked at 
great length. It appeared that the general 
idea underlying his somewhat confused 
method of expressing himself was that he 
had been held here because something was 
wrong in the record which had to be 
straightened out. His opening statement 
was that he was definitely superior to any- 
one. The central idea seems to be that the 
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patient is falsely accused of something that 
they are trying to get him to admit or do 
this same “black deed.” He does not indi- 
cate what it is. I have no doubt that it is 
of homosexual nature. His remarks so 
often skirt this subject. When he is ques- 
tioned further he shies away from the sub- 
ject in a rigid fashion. So far all his pro- 
ductions under amytal are essentially an 
elaboration of his main theme: “I will just 
wait right here until you sign the papers 
for my release; all the papers are in order 
and all they need is a signature.” He 
points out how he has worked so desper- 
ately hard all his life and particularly in 
the army in order to have a good record 
and attend college when the war was over. 
He explains how well he knew the “book” 
—quotes army regulations—how he con- 
formed to every detail and got his men to 
conform to them. Then he trails off in a 
confused stream of talk which seems to 
center in an attempt on his part to justify 
what he did. It is all very vague. There 
are a few indications that he is developing 
an attachment for me but this is expressed 
in such involved fashion that the outcome 
is yet to be seen. He is seen now without 
amytal but there is no response when the 
drug is not used. He speaks not at all, but 
only acts out his ideas, which are not too 
difficult to follow. Amytal interviews will 
be continued. 


7-26-47: Daily sodium amytal interviews 
are continued. The patient is not allowed 
to ramble or dwell on his delusions—that 
all he is waiting for is his release papers to 
be signed so he can go home. He has ex- 
pressed the idea that this organization has 
victimized him only so that we would have 
some unfortunate to fill a bed on the ward 
and that I am under the command of the 
army so I am holding him here. He will 
not accept the fact that I am a doctor and 
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am keeping him here only because he is ill. 
It has been repeatedly pointed out to him 
that if his parents wanted they could take — 
him out of here tomorrow. It has also been 
pointed out to him that he has often fought 
with his mother for not taking him out of 
here. He is as yet unable to see the light 
and insists that he is not mentally ill and is 
just waiting for his release. He still refuses 
to eat most of the time, and refuses to take 
a walk with me because this apparently 
represents something shameful to him. I 
am willing to speculate that there is a con- 
cealed homosexual wish in the patient 
which he is identifying with leaving this 
institution. When he walks out of here 
it means that everyone will know he is 
wrong. He will not give up his catatonia 
because he is going to prove them wrong. 
Hence he is in an impossible dilemma. 
Naturally, other factors are present, pos- 
sibly more important ones. However, I 
refuse to be taken in by his statement that 
he is standing there waiting for his release. 
I believe he is standing in a catatonic state 
waiting for his normal homosexual com- 
ponent to vanish. : 


8-247: The patient has become so difficult 
to reach that it's essentially impossible to 
continue sodium amytal interviews. Dur- 
ing the coming week oral amytal will be — 
tried and then insulin shock. 


8-9-47: The patient has erratic eating hab- 
its. He eats meat and potatoes at noon but 
nothing else throughout the day. Now and 
then he will eat a good meal. His condi- 
tion is essentially unchanged. He will be 
placed on insulin shock therapy in two days. 
He will have to be given glucose by stomach 
tube because his veins are in such poor 
condition. 


8-11-47: His therapist had the patient see? 
by a visiting consultant who gave the fol- 


lowing opinion: “This patient is a chronic 
schizophrenic characterized by many cata- 
tonic symptoms—resistiveness, negativism, 
refusal to eat, rigid posture, etc. His pre- 
vious therapy has consisted of EST and a 
rather inadequate course of insulin. He 
was recently considered for lobotomy be- 
cause of failure to respond to other treat- 
ment; however, it is felt that a more ade- 
«quate course of insulin therapy is indicated 
before further consideration of lobotomy. 
In view of poor veins it is suggested that 
nasal glucose or sugar feedings be used dur- 
ing insulin therapy rather than intravenous 
methods, thus leaving his veins for use in an 
emergency.” 


8-16-47: The patient is now receiving in- 
sulin shock therapy. This morning he was 
perspiring quite freely but not in coma. 
He reacts in the same old way—quite cata- 
tonic, 


8-23-47; Insulin therapy continues and the 
patient shows no change. The other day he 
had to be threatened with tube feeding to 
be made to eat. 


8-30-47: The patient is continued on in- 
_ sulin shock therapy and is in coma fre- 
quently. He refuses to eat and frequently 
sinks into coma after the evening meal. At 
that time he will take a liquid feeding but 
only after considerable coaxing. He is quite 
a problem and a strain on the personnel. 
He seems slightly more spontaneous, how- 
ever. Nevertheless, I doubt if any results 
will be obtained from this therapy. 


9-6-47: The patient is getting shock and 
his catatonic behavior continues right on 
throughout except that occasionally he has 
a delayed reaction and will talk a great deal 
or reveal his vindictiveness and highhand- 
edness. He makes impossible requests and 
carries on in a superior way. After he has 
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a little orange juice he is his old catatonic 
self again. 


9-20-47; Insulin therapy continued with 
no appreciable results so far. The patient 
continues in his catatonic state. 


9-27-47: The patient had convulsions un- 
der insulin shock therapy the other day but 
recovery was uneventful. No change in his 
mental state. 


10-447: His treatment has been completed 
but there is no change in the patient's be- 
havior. 


Another consultant's opinion at this time 
follows: “This patient’s behavior has re- 
mained markedly consistent during the past 
eight months despite all therapeutic efforts 
to produce any change for the better. At 
no time during this period have I observed 
any reaction in him that would even indi- 
cate a trend to spontaneous recovery. It is 
my opinion that only one therapeutic 
means is left for us to try and that is pre- 
frontal lobotomy. 

“Diagnosis: Schizophrenia, catatonic type. 

“Treatment: Prefrontal lobotomy.” 

Another consultant's opinion, given Oc- 
tober 28, 1947, stated: “This patient's condi- 
tion has remained the same regardless of the 
therapy attempted. It is my opinion that he 
should be transferred to another hospital for 
custodial care. 

“Diagnosis: Schizophrenia, 
type.” j 

Henry's catatonic behavior continued and 
his physician referred him to various serv- 
ices for pre-lobotomy tests and evaluation. 
During the latter part of December 1947 
the author was assigned to do the psycho- 
logical examination. 


catatonic 


THERAPY 


Initial contact with Henry was in a small 
private room on a closed ward. His face 
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and body were covered with a severe derma- 
titis. In spite of his reclining position he 
maintained a rigid posture, as if he were 
standing at attention. 

The examiner spoke to Henry in a reas- 
suring manner, attempting to convey the 
general impression that the examiner un- 
derstood his feelings about being in the 
hospital, stressing his desire to talk to the 
patient, and suggesting that the patient get 
up out of bed and cross the hall to an office. 
The examiner then left the room. There 
had been no overt response until this time. 
In a few minutes the bed creaked and 
Henry appeared at the door of his room, 
He approached the threshold of the door, 
paused and retraced his footsteps, ap- 
proached again and repeated this behavior 
until finally, with what appeared to involve 
a considerable decision, he passed through 
the doorway. Henry repeated this behavior 
before the door of the examiner's office, 

Entering the room he stood at attention 
by the desk facing the examiner, his head 
bowed and his eyes closed. When the ex- 
aminer explained the purpose of the inter- 
view the patient made no response. 

Believing that the patient was probably 
“untestable,” but feeling there might be 
some possibility of establishing communica- 
tion, the examiner again stated that he 
would like to know about the patient’s situ- 
ation in order that he might better under- 
stand why the patient was in the hospital. 
Henry then, with much blocking, related 
the story that he had given his previous 
therapist—that he expected to be out of 
the hospital in a short time and that he was 
being considered by a board and if every- 


2 Although the acceptance of delusionary material 
provides a method of sharing Psychotic reality with 
a patient, in beginning therapy many workers still 
insist on “confrontation,” or presenting the patient 
with what they consider to be “reality.” 
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thing was in order he would be discharp 
The examiner did not contradict this dé 
sion but accepted it as the patient's in 
pretation of his reality.2 After some a 
tional expressions of understanding by 
examiner, Henry was told that it was ne 
sary for the examiner to leave for a sh 
period and that he could return to his ro 

When the examiner returned he descti 
the reason for his absence. The exami j 
had attended a Catholic wedding ceremo 
of a nurse formerly on the insulin 
Henry seemed quite interested in heat 
about the ceremony and at the clos 
the description the examiner noticed 
in the patient's eyes. 

Responses at this time consisted mo 
of nods or of signs indicating his agreem 
or disagreement with the examiner's 
ments. The examiner then closed thei 
terview by saying he would see Henry 
following Monday. 

Before the next interview a confere 
was held with several staff members, 
cluding the senior psychiatric consult 
and it was decided to abandon effort 
examine Henry but to make every atte 
to further therapeutic contact and to pe 
mote the beginnings of a relationship. 

During the first week Henry was % 
daily for three to four hours a day. Ati 
end of this time he was speaking to 4 
therapist in response to questions and 4 
was asked if he would like to leave i 
closed ward. The patient agreed and® 
a date for his leaving the ward. On! 
date, however, he stated that he did? 
care to go at this time but would dun 
the next appointment. At the next 
pointment he accompanied the therapist 
his office in another part of the buildi 

As therapy progressed, it became 7 
what more exploratory rather than al 
gether supportive. 

Henry described his extreme hostility 


) his father and brother and expressed a 
tolerance of his mother. Beneath this 
verbalization, however, there was also ob- 
vious hostility. His speech gradually be- 
came more relevant and reality-oriented. 
Therapist and patient would occasionally 
walk on the hospital grounds and on several 
occasions left the grounds for a visit to the 
community nearby. Henry explained that 
he had much to “catch up with” and asked 
to go to the patients’ library, where he 
would sit and read back files of news maga- 
zines for hours without interruption. 
= Concurrently Henry began to discuss his 
future plans and felt he should begin a re- 
view of his previous academic work. Since 
the only teacher available was a woman it 
Was considered unwise (in view of the pa- 
Jtient’s general reaction toward women) to 
encourage this relationship, so he under- 
d took this study by himself. 
_ During the next few weeks the patient 
was seen for daily interviews. He con- 
tinued his study of mathematics, first com- 
pleting his review of algebra and then un- 
dertaking to learn calculus. His reality 
testing became better and although he still 
showed many residuals of his illness he was 
moved to a less restricted ward. 

The content of therapy at this time was 
also changing. The patient began to dis- 
cuss more freely events in his early life and 
his army experiences. According to his 
statement, he had always tried to do every- 
thing as well as he could and had always 
been concerned lest he not be as perfect as 
possible. 

Approximately six weeks later he re- 

] quested permission to visit his home on a 
| week-end pass and this was granted by his 
physician. Since Henry had only hospital 
i clothing available he requested that his 
mother bring several specific items for his 
wear on pass. When he appeared ready to 
¥ for his pass, the therapist realized 


y 
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that Henry had used the therapist’s attire 
as a model. 

Following his return from his initial pass, 
which his parents described as successful, 
Henry began to increase his reading and 
studies. He expressed his desire to enter 
college to study engineering. Since his 
symptoms were apparently undergoing re- 
mission, his physician, psychologist and so- 
cial worker felt that he should not be dis- 
couraged from such a plan. Henry began 
to assume initiative in making arrange- 
ments for schooling, and approximately six 
to eight months following his first contact 
with the psychologist he was placed on 
convalescent status. 

There were, however, other difficulties in 
Henry's readjustment. Since he had been 
declared “incompetent” and would be de- 
pendent on veterans’ benefits to pursue his 
schooling, it was necessary for him to be 
declared “competent” before the Veterans’ 
Administration would approve his educa- 
tional plan. This evaluation was made by 
his physician after an interview with Henry. 

On the day of registration Henry ap- 
peared for his interview and declared that 
he was planning to complete his studies in 
three years. His motivation for his work 
seemed intense. That evening he called his 
therapist to announce that he had registered 
in two colleges. One school offered a liberal 
arts program and the other offered profes- 
sional engineering courses. By attending 
day and night he stated that he could make 
up some of the time he had lost while hos- 
pitalized. The anxiety of the therapeutic 
team was mobilized as it seemed that all 
previous therapeutic effort was about to be 
jeopardized by such an apparently grandi- 
ose plan. Since Henry discussed realisti- 
cally the amount of work involved it was 
decided to permit him to try the program. 
His regular therapy continued on a twice 
weekly out-patient basis. 
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When Henry received his first quarter's 
reports it was found he had attained su- 
perior grades in all his subjects. 

During the next two years Henry’s prog- 
ress in his academic work and in therapy 
was steady. Reality testing in everyday 
situations improved significantly as did his 
judgment. Although he was slow to initi- 
ate heterosexual and social contacts he re- 
lated well to classmates and family. He 
continued to carry out all school responsi- 
bilities with superior achievement, and his 
weekly therapeutic appointments were re- 
duced in frequency to bi-monthly intervals. 

When it became necessary for his thera- 
pist to leave the city for another position, 
Henry had not completed his schooling. It 
was decided to leave with him the decision 
of continuing regular therapy. Henry felt 
that he did not wish further treatment at 
this time. 


FOLLOW-UP 


About a year later the therapist received a 
graduation announcement from Henry, fol- 
lowed by a letter stating that he had ac- 
cepted a position with a well known manu- 
facturer of electronic equipment making it 
necessary for him to leave the city. Shortly 
after, another letter gave details of his con- 
templated marriage. 

Over the 8-year period following his hos- 
pitalization Henry has attained a responsi- 
ble professional position as an engineer 
with his firm, in which he contributes at a 
creative level in the design and develop- 
ment of electronic equipment. He has be- 
come the father of two sons and his mar- 
riage adjustment seems secure. 

During these years he has maintained 
contact with his therapist by letter but the 
nature of the relationship has changed. 
During the period in which Henry was un- 
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dergoing intensive treatment he never 1 
ferred to his therapist by name. His eal 
letters were addressed to “Mr,” but about 
year following his therapist's departure I 
began his letter with the salutation “De 
Joe,” and then stated: “I believe that” 
this time I should call you Joe since 
have been through so much together.” 

letters now are relatively infrequent b 
usually contain news of his job, family an 
plans for the future. 


CONCLUSIONS 


With patients whose illness precludes ve 
communication in beginning treatment 
sions, it is difficult to formulate specific dy- 
namics except in a highly speculative ve 
There are, however, some principles of ti 
apy whose application seems to facilitate 
the formation of a relationship with acute 4 
or chronically disturbed patients, They 
were found helpful in Henry's treatment’ 
Among the more relevant of these pin 
ciples are the following: 


© Before a therapeutic relationship can be 
established some degree of communication 
must be achieved, and the therapist init 
ally must provide most of this stimulation 


@ It seems less important to “confront” the 
patient with his delusional material than 
to accept this material temporarily with the 
objective of furthering the relationship. — 


© Although the therapist is perhaps a chi 
mediator of “reality” to the patient, thi 
role should be subordinated to that 
providing adequate support for the patient © 
during early phases of treatment. dae 


© Interpretation of unconscious material 
beginning treatment interviews seems to 
less important than the therapist's un 
standing of the patient’s total situation. 


© Motivation of the therapist should be 
consistent and should reflect his conviction 
that the patient can and will be helped. 
With the schizophrenic patient this con- 
viction may be communicated in several 
ways, 


@ “Institutional stereotypes” should not de- 
ter the therapist if in his judgment the 
patient presents assets for treatment. 


© Status differences between therapist and 
patient should be minimized and the rela- 
tionship should be essentially a “sharing” 
one in which therapist and patient are 
working together toward the same goal. 

Henry’s illness and successful reintegra- 
tion, while dramatic, is not unique. Many 
psychotherapists have had similar experi- 
ences. Neither does Henry’s case history 
provide precise scientific data useful in 
constructing theories as to the nature of 
schizophrenia or the schizophrenias. It does 
reemphasize the fact that if sufficient psycho- 
therapists were available many patients now 
considered “hopeless” would have the op- 
portunity for adequate psychotherapy and 
return to society. 


COMMENT BY 
MARGARET CROSSEN, M.S.W. 


Henry's mother first became known to this 
social worker when she was sent by the ward 
doctor to talk about her son. The mother 
had seen another worker and given a rather 
factual social history at the time of Henry's 
admission to the hospital. There had been 
no further dealings with her until April 
1947. She was referred because her be- 
havior was so upsetting to ward personnel. 
At each of her three weekly visits it was the 
mother’s practice to bring huge quantities 
of food, including a large cake, a quart of 
ice cream, cookies and sometimes candy. 
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These she would feed to the patient, who 
consumed all in one sitting and ate nothing 
until her next visit. It was also her prac- 
tice to seek out the ward doctor in the 
futile hope that she could convince him 
that her son’s condition was of organic 
etiology, and therefore greatly more hope- 
ful. 

Mrs. J welcomed an opportunity to talk 
about Henry, describing her fears about 
the hopelessness of his case, and about her 
need to do something active to help him. 
She was given great approval for her wish to 
help her son and encouraged to think of 
herself as part of the hospital team. After 
four interviews she could herself suggest 
that she was able to see how the food she 
was bringing made it hard for her son to 
have a proper diet. She was helped to 
anticipate the hostility the patient would 
display when she cut down on this, but 
with considerable support was able to fol- 
low through. She was seen weekly for ten 
weeks to give her a chance to become identi- 
fied with the hospital’s treatment program 
and to talk about her feelings about her 
son’s illness, After this she was seen 
monthly to sustain the gains made earlier. 

When Henry's therapist was able to es- 
tablish rapport and Henry began to show 
interest in getting well, a conference was 
held in January 1948 in which the team 
members shared thinking about the case 
and defined areas of functioning, It was 
agreed that the therapist would follow a 
passive, permissive non-demanding role, 
which was the one to which Henry was able 
to relate, The social worker would see the 
mother to get her involved in the treatment 
plan and to help her to cooperate with it 
by giving her interpretation and anticipat- 
ing ways in which she might reinforce the 
therapeutic effort. The psychiatrist would 
give guidance to the total plan and super- 
vise the psychotherapy. 
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The mother responded to Henry's im- 
provement with excessive enthusiasm and 
with a resurgence of her tendency to be- 
come quite active in pushing for progress. 
She began to think and plan far beyond 
the patient’s level. She was encouraged to 
talk about each aspect of Henry's progress 
in the effort to help her to see it as it 
really was. She was given strong encour- 
agement to control her own strivings and 
to let the patient progress at his own rate. 

In treatment the patient became quite 
hostile to his parents and to the hospital 
personnel in authoritative roles. Mrs. J 
felt this keenly and began to interpret it as 
a setback. She was allowed to talk about 
how Henry's anger was intolerable to her, 
was enabled to see that this episode ex- 
tended beyond the relationship with her, 
and was given some interpretation of how 
the therapist felt about this hostility. It 
was interesting to note the way in which it 
was possible for Mrs. J to identify with the 
therapist's thinking and to modify her own 
along these lines. 

Another team conference was called in 
March 1948 when Henry was ready to move 
from the closed ward. The plan, an irregu- 
lar one, was to allow Henry to leave the 
closed ward during the day and to return at 
night. There was a great deal of opposi- 
tion by hospital personnel both because of 
the irregularity of the plan and also be- 
cause Henry was by then considered with 
less optimism than that shared by the team. 
The therapist interpreted the patient's need 
and enlisted the cooperation of other hos- 
pital personnel, and the psychiatrist and 
social worker backed up this interpretation. 

When Henry came to the open ward his 
first request was to discontinue his mother’s 
visits. This was hard for Mrs. J, who saw 
this as cutting her off from participation in 
her son's recovery. She reluctantly accepted 
the recommendation as important in the 
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whole treatment plan, and agreed 
procedure by which she could telephonet 
social worker at regular intervals to le 
about Henry's progress and to talk abe 
her concerns. After Mrs. J stopped visiti 
Henry began to seek out the social work 
to convey messages to his family and 
talk about some of his plans for the futu 

In June 1948 Henry was given a pass 
go home for the week-end. The familyé 
scribed his adjustment in glowing te 
and the plan for passes was continue 
Later the mother became more reali 
about Henry's adjustment and began 
port his adjustment and her observat 
such a way as to be more useful in evalu 
ing Henry's progress. During this peri 
Henry made many unrealistic demands 6 
all members of his family, and particular 
on his mother. She was aware that h 
impulse to grant his every wish was n 
helpful to him, and was responsive to d 
rect suggestions and encouragement in th 
area. Henry's readiness to accept limi 
tions was in itself helpful to Mrs. J in dé 
ing more realistically with her son. 

In August 1948, after Henry had mad 
suitable plans for school and had ' 
greatly more comfortable socially, piä 
were made for a trial visit from the hd 
pital. It was arranged that he would @ 
tinue to see his therapist on an out-patié 
basis and his mother would continue) 
work with the social worker. From # 
point on Mrs. J reported steady progres 
social adjustment. Henry became invo! 
in his school work, decreased his dem@ 
on the family, began to reach out in 800 
relationships, and was able to tolerate ™ 
disappointments rather well. The 0 
with Mrs. J was to help her to pet 
Henry to move away from her. Fé 
nately, her conscious wish for Henrys 
covery was stronger than her need to Ke 
him dependent upon her. She sought% 


help of the social worker on each occasion 
when Henry seemed to be moving to a 
more independent level of adjustment. At 
these times she was helped to see such move- 
ment as representing progress, and given 
recognition for her part in it. Except for 
an occasional card at Christmas, Mrs. J 
has not been in touch with the social 
worker since 1951. 

In retrospect, this worker thinks of 
Henry's recovery as intimately related to 
two factors: the therapist's respect for 
Henry and the genuine optimism he felt 
about Henry’s capacity for improvement, 
and the strength of the mother’s conscious 
wish for Henry’s recovery, which took pre- 
cedence over her unconscious impulse to 
infantilize him and to prolong the satisfac- 
tions she derived from this role. 


COMMENT BY 
ALFRED G. GREEN, M.D. 


My remarks on this paper will necessarily 
be more general than specific. 

There are several points that stand out 
in this report. One is the obsessive-compul- 
sive personality pattern of the patient and 
how this was played into in a negative way 
by his first therapist. Particularly is this 
true when the therapist remarks that he 
“wasn’t going to pay much attention to the 
patient.” This statement sounds as if he 
were going to treat Henry in a spiteful way. 
At another time he seemed to take over 
control of the entire situation when he said 
that he was going to determine when and 
how discharge from the hospital would be 
effected. 

At this point one must also question why 
the patient was so obstinate. Of course, 
Henry had obsessive-compulsive traits but 
this does not explain it dynamically. 
Whether he had a father who was greatly 


A Chronic Schizophrenic Patient 


DAWSON 


authoritarian, we do not know. It might 
be significant, however, that Henry had his 
breakdown in a German prison camp. Un- 
doubtedly there he was treated in the tradi- 
tional Prussian manner. How much this 
may have contributed to the precipitation 
of his psychosis is not clear but undoubt- 
edly it is important. In this connection it 
might also be noted that Henry was an 
officer in the Air Corps, where a great deal 
of discipline during his cadet training was 
demanded from the patient. 

There was also a previous incident in 
which Henry's pilot was killed. As Henry 
was the co-pilot, this may have been impor- 
tant from the standpoint of his having to 
control everything in the therapeutic situa- 
tion. Many people who have worked in- 
tensively with psychotic patients report that 
the catatonic defense protects against the 
expression of a very primitive destructive 
rage. This need to control the situation 
would be, then, an important mechanism in 
re-enforcing the catatonia and later in the 
course of therapy would allow the patient 
to use this mechanism as a temporary 
crutch while giving up the catatonic pos- 
ture. 

When his second therapist saw Henry he 
apparently made a much different impres- 
sion. Contributing to this impression was 
the new therapist’s willingness to accept 
Henry with all his delusions and eccentrici- 
ties. This would of course include the 
patient’s need to control the situation. It 
is also apparent that his second therapist 
developed with Henry the understanding 
that his need for control must be kept 
within bounds. Perhaps the most impor- 
tant point was that no issue was made of 
this. With the former therapist Henry ob- 
viously felt he had to “test this out” before 
he could really relate to him. He tested 
him, found him wanting in that respect 
and could not give up his more regressive 
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psychotic patterns. He apparently found 
his second therapist more flexible and thus 
was able to make the first all-important 
therapeutic step. 

In the above connection Miss Crossen’s 
work with the mother was of paramount 
importance. As Henry's relationship be- 
came stronger with his therapist, his social 
worker weaned the mother away from the 
patient. Thus the conflict about separa- 
tion from the mother was kept at the lowest 
point possible, while the relationship with 
his therapist was growing. His therapist 
bought him soft drinks from the canteen. 
This “feeding,” we may conjecture, was im- 
portant at this time, but his new therapist 
gradually weaned him. This appears to 
have been a substitute for the feeding, yet 
restrictive and compelling, relationship 
which his mother offered him when she 
brought Henry ice cream and layer cakes. 
She felt she had to do something to “almost 
force” him to get better. To put it another 
way, with his therapist, he could receive 
oral gratification without excessive restric- 
tiveness. 

In summary, it seems that Henry’s first 
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therapist failed to accomplish the init 
step in any psychotherapeutic approad 
ie. the establishment of a relation 
through which therapy can proceed. 

resulted in an impasse with patient 
therapist struggling for control, the ther 
pist finally rejecting the patient and th 
patient maintaining his psychotic defen 

His second therapist was able to effect’ 
non-threatening relationship, and one 
which there was acceptance by the patien 
of some reality limits. At this time thes 
cial worker was relieving the patient of ti 
demands of an over-controlling mothet 
She was also helping the mother towan 
some insight into her role in Henry's il 
ness. Other ward personnel played an in 
portant role in Henry's remission as soon 
as they could overcome their previous idea 
about him. 

Henry’s post-illness record is un 
and worthy of particular emphasis. Al 
though this patient was seen at a time when 
the “team approach” concept had nó 
gained its present wide use, this case record 
provides a demonstration of its possibil 
ties. : 


DAVID LANDY, Px.D. 
WILMOT D. GRIFFITH, M.A. 


Employer receptivity 


toward hiring psychiatric patients 


With the advent of tranquilizing drugs and 
new methods of social (or milieu) therapy in 
mental hospitals, the probability of patients 
being discharged has increased markedly 
during the last several years. More difficult 
than hospital treatment of the mentally ill, 
however, is that part of the rehabilitative 
process which occurs after the patient leaves 
the hospital. For many patients, especially 
those who depend upon themselves for a 
living or have to provide a livelihood for 
others, the prediction of successful rehabili- 
tation depends to a large degree upon their 
occupational success. Naturally a crucial 
factor is whether an employer in the com- 
munity, if he knows a prospective employee 
has been a psychiatric patient, will be re- 
ceptive to hiring him and assisting him in 
making the necessary adjustments to happy 
and productive work. 

Traditionally vocational counselors and 
social workers have assumed that the psy- 
chiatric patient will succeed in the world 
of work only if he possesses enough con- 
fidence and ego resources to seek and find 


a job on his own, and only rarely have they 
even suggested where to look for employ- 
ment. Many of them claim that “leading 
the patient by the hand” not only prolongs 
his dependency but almost guarantees that 
the employer will have little confidence in 
the individual’s ability to function inde- 
pendently, and therefore almost certainly 
dooms the outcome. However, systematic 
research into this customary handling of 
the problem as well as experimentation on 
the possibility of lending more direct assist- 
ance to very dependent patients has been 
almost completely neglected. Furthermore, 
little has been done to contact employers 
in the community, to “sell” them on the 
feasibility of employing former patients, 
and on the basis of previously determined 
ee 
Dr. Landy is research anthropologist on the rehabili- 
tation project at the Massachusetts Mental Health 
Center and research associate in anthropology in 
the department of psychiatry of Harvard Medical 
School. Mr. Griffith is vocational placement coun- 
selor and work program coordinator on the MMHC 
project. 
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receptivity of employers to attempt place- 
ment of former patients with them. Re- 
cently these approaches to the problem took 
place at the Massachusetts Mental Health 
Center (Boston Psychopathic Hospital) as 
part of a demonstration and research proj- 
ect, Rehabilitation of the Mentally Il, 
sponsored by the Office of Vocational Re- 
habilitation, U. S. Department of Health, 
Education and Welfare. 

During the course of attempting to place 
convalescent or discharged patients in em- 
ployment in Boston and the surrounding 
communities the vocational placement 
counselor of the rehabilitation project at 
the Massachusetts Mental Health Center 
interviewed a series of employers represent- 
ing a wide variety of businesses and occupa- 
tions. In each instance the employer was 
asked about present and past policies with 
regard to hiring patients or former patients 
of psychiatric hospitals and was given a 
Proposal concerning the feasibility of using 
employees with current or past behavior 
disabilities. 

It was decided ex post facto to review and 
analyze this very necessary stage in the re- 
habilitation process with the first 52 em- 
ployers in the series. It should be empha- 
sized, however, that this procedure of actual 
job placement is a necessary stage in the 
rehabilitation process for only a minority of 


———— 


1In about one out of five visits the counselor was 
accompanied by a student nurse. This was con- 
sidered part of her training in the rehabilitation 
aspects of psychiatric nursing, but was entirely vol- 
untary on her part. In each instance the student 
found the trip helpful as a training device; in two 
cases, the experience helped to overcome the stu- 
dents’ own conflicts concerned with future problems 
of job placement and fears of personnel interviews. 
2 Thomas A. C. Rennie, Temple Burling and Luther 
E. Woodward, Vocational Rehabilitation of Psy- 


chiatric Patients, New York, Commonwealth Fund, 
1950, 20-21. 
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tients. While the hospital has not yet ¢ 
piled statistics on this factor, it is prob 
that our experience is not essentially d 


who leave the hospital improved o 
covered from their illness need profess 
help in securing appropriate and satish 
employment.” * Even this small pi 
tion may not need the direct kind of a 
ance involved in actual job placement p 
vided they have received adequate coun 
ing and psychological support. 

The 52 employers ranged in size fri 
large firms employing hundreds and th 
sands of persons to small businesses 
only one or a few employees. The typ 
establishments were grouped as follows 
decreasing order of frequency: 13 manuf 
turers, 12 hospital and nursing home: 
services (such as filling stations), 4 ed 
tional institutions (libraries, museums), 
small stores, 4 department stores and s pe 
markets, 2 health agencies, 2 horticultui 
nurseries, and a law firm, an insurance 6 on 
pany, a restaurant, an advertising agency 
bank and a mail order firm. 

Types of occupations for which these 
employers considered the possible use 
former patients were in the following 
creasing order of frequency (they are n 
tiple coded; the total is therefore gre 
than 52): 27 clerical, 13 sales, 8 product 
4 medical aid, 6 distribution, 6 service í 
maintenance, 4 nurse’s aid, 3 engineeri 
2 mechanical, 2 nurseryman, and 1 
dance instructor, copywriter and const 
tion worker, 

We have no way of knowing how ré 
sentative this is of the range of emplo 
or types of occupations in the area, nor 
a random sample since the populatio 
not known. The placement counselor 


TABLE 1 
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LANDY AND GRIFFITH 


Receptivity of 50 metropolitan Boston employers toward 
a proposal to hire emotionally handicapped persons 


RATING TYPE OF ATTITUDE REPRESENTED TOTAL 
Very receptive, enthusiastic, almost altruistic 12 
3 Receptive, friendly; or willing to employ an indi- 
vidual regardless of a history of illness 28 
Slightly receptive but doubtful, hedging 8 
1 Very unreceptive, antagonistic, uninterested 4 
Total 52 


several instances either knew the employer 
or singled out the firm on the assumption 
that it could provide the possibility of a 
job congenial to specific patients the coun- 
selor had in mind. We do feel there is 
sufficient diversity of type of business and 
range of occupations to offer a partial sam- 
pling of employment possibilities for pa- 
tients or former patients in this area. 

Of these 52 employers in metropolitan 
Boston 16 had had previous experience in 
the use of emotionally handicapped per- 
sons. All but two of these 16 had positive 
attitudes toward such persons as employees. 
When approached with a proposal to em- 
ploy current or past psychiatric patients, 
777% of the total sample were highly recep- 
tive (3 or 4 on our scale of receptivity) to 
the idea (see Table 1), the mean of the 
4-point scale of receptivity to the proposal 
being 2.9.3 

It will be helpful to illustrate the scale 
with examples of employers who fall in 
each of the rating categories: 


4. Very receptive. An example is seen in 
the manager of a business machine com- 
pany, in whose family there had been a case 


of mental illness. He had never hired an 
ex-mental patient before but was almost 
anxious to do so. When the opportunity 
to place a secretary with him presented it- 
self he made the position available to her 
as his personal secretary, and related to her 
in a friendly and accepting manner. 


8 The two authors, one of whom did the actual 
interviewing, independently rated each employer on 
the scale. Because some of the write-ups of the in- 
terviews were characterized by a paucity of data, it 
was decided to count any difference of judgment, 
even on scale point, as a disagreement, rather than 
to assume a range of one point above or below each 
judge's rating, as is frequently done in studies in- 
volving behavior ratings. As a statistical measure 
of agreement we decided on the chi coefficient of 


association (= [£ which can be derived easily 
from chi-square, as the formula indicates. For this 
suggestion we are indebted to Alberto DiMascio of 
the research department of the Massachusetts 
Mental Health Center. It has the advantage that 
while it is a product moment correlation it makes 
no assumption about the shape of the distribution, 
and thus fits the needs of working with a skewed 
sample. Even with our stringent criterion for agree- 
ment, we found a ¢ value of .276 between our 
ratings, which is significant at the .05 level of 
probability. 
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3. Receptive. Only a little less positive 
was the attitude expressed by the employ- 
ment manager of a museum who had had 
previous experience in using ex-mental pa- 
tients. His criterion seemed to be that if a 
man was careful and dependable his past 
illness need not stand in his way, and ability 
to do his job was unprejudiced by former 
status as a mental patient. This employer 
subsequently hired one of our discharged 
patients, who is still working for him. 


2. Slightly receptive. The attitude of a 
large supermarket seems typical. This busi- 
ness has a policy whereby ex-mental pa- 
tients and physically handicapped persons 
are occasionally hired on a part-time basis. 
Full-time employment for known ex-mental 
patients is not generally considered to be 
profitable for the company, since health 
and accident insurance premiums may in- 
crease if the general practice is followed. 
However, part-time employment is not af- 
fected by these restrictions, although it is 
not accompanied by benefits which accrue 
to full-time personnel. A dramatic exam- 
ple of the employer's policy is seen in the 
case of a relative of the owner of this market 
who was turned down in his application for 
a job after his discharge, which he assumed 
had been promised to him previous to his 
hospitalization. He was told that he could 
apply for part-time work but that there was 
no position on the full-time staff for which 
he could be considered. 


1. Unreceptive. This classification is exem- 
plified by the owner of a flower shop. This 
employer was brusque and said that his help 
came from schools and that he did not need 
more employees at the time of interview. 


4 (Cf. C. H. Patterson, “Rehabilitation Counseling of 
the Emotionally Disabled,” Journal of Counseling 
Psychology, 4(4, 1955), 264-70. 
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He indicated no interest in what the coun- 
selor had to say and continued to wait on 
customers while the latter was talking. 


A total of 26 employers changed their 
minds to some degree as a result of this 
“public relations” interview. Nineteen of 
these changed to a definitely positive atti- 
tude (3 or 4 on the receptivity scale) from a 
previously negative one. Seven changed 
only slightly from a negative to a mildly 
receptive but highly qualified attitude (rat- 
ing of 2), Four employers who previously 
had a negative attitude remained in this 
frame of mind. A total of 22 with previ- 
ously positive attitudes retained them 
after contact with our counselor; no em- 
ployer with a previously positive attitude 
was moved to change his outlook negatively 
after speaking with the counselor. 

But how could we be sure that the appar- 
ently receptive employers would implement 
their attitudes when presented with the op- 
portunity to employ present or former pa- 
tients? The process of hiring emotionally 
handicapped persons is exceedingly com- 
plex and the final answers will not be easy 
to come by.4 

Certain immediate components of deci- 
sion-making and outcome of attempts to 
place psychiatrically disabled persons with 
employers seem obvious. One is the em- 
ployer’s ability to utilize the services of 
those whose life history may include a pe- 
riod of emotional disturbance. Another 
consists of the state of physical and psycho- 
logical health of these employees and their 
ability to engage in pursuits productive of 
remuneration and satisfaction for them- 
selves and profit to the employer. A third 
is the ability of the referring agency—hos- 
pital, clinic, state rehabilitation service and 
so on—to assess properly the prospective 
employee’s state of mental health and tol- 
erance for work and to determine his readi- 


TABLE 2 


Hiring Psychiatric Patients 


LANDY AND GRIFFITH 


Outcome and method of counselor assistance 
in 59 attempts to place 33 patients among 29 employers 


Se E O 


COUNSELOR 
ACCOMPANIED COUNSELOR MADE 
BY MADE SUGGESTIONS}; 
COUNSELOR APPOINTMENT GAVE NO 
TO JOB BUT DID NOT FURTHER 
OUTCOME INTERVIEW ACCOMPANY AID TOTAL 

Unacceptable to employer 10 9 - 19 
Hired but refused job 11 3 - 14 
Acceptable to employer but no job available 3 1 W 4 
Employer hired but reneged - - 1 
Did not keep interview appointment 1 1 
Obtained job; held for some time 9% 8 3 20 


Total 34 


22 3 59 


* Includes two attempts for 1 patient, one attempt lasting less than three months, one more. In various 
comparisons, this is counted as one job lasting more than three months, thus yielding a total of 19 rather 


than 20 for the category. 


ness for the specific occupational role being 
contemplated. This latter factor—fre- 
quently the job of the vocational counselor, 
clinical psychologist or social worker—is 
perhaps the most difficult of the three and 
obviously basic to the success of any rehab- 
ilitation effort.’ 

Problems involved in this complex and 
delicate procedure are in the forefront of 
research endeavors in the field of vocational 
rehabilitation. We shall present certain 
partial data as to the outcome of placement 
attempts with the employers considered in 
this study. A fuller statistical analysis is 
the subject of a parallel study.6 

We have attempted to place 33 persons 
with a history of mental illness with 29 of 
the 52 employers in this study. A total of 
59 placement attempts were made for the 


group. Nine of these firms rated 4 on our 
scale of receptivity, 15 rated 3, 5 rated 2. 
The mean scale score, for the group of 29 
employers with whom placement was at- 
tempted was 3.1, 

Each of the persons for whom placement 
was attempted was the recipient of some 
type of counselor assistance, as can be seen 
in Table 2. In addition to the 19 who 
managed to get jobs as a result of this as- 
sistance, 9 others obtained jobs completely 
on their own, about half with employers 


5 Morton A. Seidenfeld et al., “The Evaluation of 
Rehabilitation in the Individual,” American Journal 
of Orthopsychiatry, 27(1, 1957). 


®David Landy and Wilmot D. Griffith, “Occupa- 
tional Placement of Patients from a Mental Hos- 
pital,” (to be published), 1957. 


387 


in the sample. These became subsequently 
known to the counselor. Undoubtedly a 
large proportion of others also eventually 
obtained jobs on their own, but since a 
systematic follow-up procedure has not yet 
been instituted there is no way of knowing 
this accurately. It is worth noting that in 
each of these 9 cases of independent self- 
placement, attempts to assist directly with 
placement had not materialized, but these 
patients had sufficient ego-strength eventu- 
ally to attempt the weaning away from the 
hospital. With these 9 a total of 13 pre- 
vious attempts had been made, ending in 
no employment either because the prospec- 
tive employee was unacceptable to the em- 
ployer (9), was hired but failed to take the 
position (1), or was acceptable but no job 
was available at the time (3). 


1 These are in addition to 7 of the 9 who placed 
themselves independently and who remained on the 
job at least three months. Thus a total of 18—or 
more than half of the 33 persons for whom place- 
ment was attempted at some time—achieved a cer- 
tain degree of post-hospital occupational stability, 
as measured by length of time over three months on 
the job. Of course, what we do not know, as men- 
tioned above, is the extent to which patients of 
whom the hospital has lost track have been able to 
achieve vocational success. It would seem likely 
that the probability is good that some of these will 
be able to achieve some degree of occupational 
status and stability independently of the assistance 
of counselor, psychiatrist, social worker and 
others. Studies such as that of Rennie, Burling 
and Woodward, op cit., would seem to indicate such 
a probability. See also J. Sanbourne Bockoven, 
Anna R. Pandiscio and Harry C. Solomon, “Social 
Adjustment of Patients in the Community Three 
Years after Commitment to the Boston Psycho- 
pathic Hospital,” Mental Hygiene, July 1956; Jean- 
ette G. Friend and Ernest A. Haggard, Work Ad- 
justment in Relation to Family Background, Ap- 
plied Psychology Monographs No. 16, Stanford Uni- 
versity Press, 1948; and Marjorie P. Linder and 
David Landy, “Post-Discharge Experience and Vo- 
cational Rehabilitation Needs of Psychiatric Pa- 
tients,” Mental Hygiene, January 1958. 
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In 8 instances the persons placed quit 
within a relatively short time after taking 
the job, their time on the job varying from 
one day to a few weeks. In each case there 
is evidence that the placements were pre- 
mature, since the person was either too ill 
to be expected to work in a normal situa- 
tion or his capabilities and interests were 
not matched to the particular work situa- 
tion. For example, a patient still feeling 
the effects of a paranoid schizophrenic psy- 
chosis was placed on a direct selling job; 
this kind of situation, where the young man 
had to work against odds to convince po- 
tential customers of the wisdom of buying 
an encyclopedia, was not conducive to his 
feelings that he had to beware of the inten- 
tions of people, and a series of refusals to 
buy his product would undoubtedly rein- 
force his delusions of persecution. After 
two frustrating weeks on a drawing account 
he left the job. 

One employer who had agreed to hire a 
particular patient got “cold feet” before the 
patient arrived on the job and canceled the 
employment without seeing the prospective 
employee. An additional case of premature 
placement involved a young woman who 
had a psychotic break after being on the 
job for a few weeks. However, after a brief 
period of rehospitalization she was placed 
on another job where she has been func- 
tioning successfully for several months. 
Thus one way of looking at the first place- 
ment may be as a period of further toler- 
ance-building for the patient. 

This last case is part of a total of 11 where 
the person placed has worked a minimum 
of three months. Here we may speak of 
having achieved relatively “successful” 
placements. Eight of these actually worked 
considerably longer than three months and 
were on the job when this survey was origi- 
nally made (March 1957) .7 After a success- 
ful placement of three months, 2 of the re- 


maining 3 left their jobs voluntarily to 
achieve additional training in vocational 
courses arranged through the State Division 
of Vocational Rehabilitation. The last of 
the 3 was a man who, although working 
with some success on the job was persuaded 
by his wife to give it up because she felt 
the work was too hard for him. The domi- 
nating spouse now has her husband back 
home where she makes him spend much 
time lying in bed; in this enforced invalid- 
ism she keeps him in an extremely depend- 
ent position. This kind of factor in a 
particular rehabilitation situation is usu- 
ally beyond the reach of the rehabilitator, 
unless it can be arranged for the wife to 
be treated by a psychiatrist or psychiatric 
social worker. 

An additional question is that of relative 
pay scale for rehabilitated psychiatric pa- 
tients. To what extent would they receive 
the same pay as others doing the same 
work? While we did not probe far in this 
area 45 of the 52 employers said they would 
pay wages equal to that of “normal” em- 
ployees. Seven felt they would want to pay 
less, but we do not have clear data regard- 
ing their reasons for this wage differential. 


SUMMARY 


A series of 52 employers representing a 
broad variety of business types and occupa- 
tional categories in metropolitan Boston 
were asked to consider the possibility of hir- 
ing persons with a current or past history 
of emotional illness. More than three- 
fourths of these employers responded with 
definitely positive attitudes toward the pro- 
posal; their responses, rated independently 
by two investigators, yielded a significantly 
high degree of agreement, or judgment reli- 
ability. The proposal was instrumental in 
26 employers changing their attitudes (19 
from negative to positive, 7 from negative 


Hiring Psychiatric Patients 
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to slightly positive or receptive); 4 with pre- 
viously negative and 22 with previously 
positive attitudes remained unchanged. 

The attitudes of some of these employers 
were partially tested when the vocational 
placement counselor of the Massachusetts 
Mental Health Center attempted placement 
of 33 persons with 29 of these employers, all 
but 5 having been rated as receptive on a 
scale of receptivity. A total of 59 place- 
ment attempts occurred. Nineteen of the 
patients managed sooner or later to obtain 
employment with the aid of the counselor; 
9 others, all of whom originally failed to 
obtain a job with the counselor's assistance, 
ventured forth on their own and successfully 
landed a job. In instances where no job 
was forthcoming, at least on the first try, 
the following reasons (in decreasing fre- 
quency) seem to hold: unacceptable to the 
employer, hired but refused job, acceptable 
to employer but no job available, employer 
hired but reneged, and failure to keep inter- 
view date (the latter two had a frequency 
of only 1 each). 

In 8 cases persons who obtained employ- 
ment quit within a 3-month period, while 
in 11 others they succeeded in holding the 
job at least three months. It is probable 
that others eventually obtained jobs in the 
post-hospital phase although this is not now 
known to the institution. 

Only 7 of the 52 employers said they 
would pay less than the usual scale for 
work done by the psychiatrically-handi- 


capped. 


CONCLUSIONS 


The high proportion of community em- 
ployers receptive to the idea of employing 
the emotionally handicapped seems to run 
contrary to a generally accepted notion that 
they would be prone to discriminate against 
this large minority in our society. And evi- 
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dence of the genuineness of their attitudes 
has been seen in the willingness of a large 
portion of the group in our study to accept 
placements referred directly by a psychiatric 
hospital. Thus the fact of emotional illness 
does not necessarily carry with it an ineradi- 
cable stigma, insofar as the vocational world 
is concerned. 

On the other hand, it should be remem- 
bered that patients who need help in direct 
placement constitute a relatively small pro- 
portion of the total population of persons 


discharged from mental hospitals. Recent } 


research § has further shown that most 
former patients prefer not only to find jobs 
on their own but not to tell their employer 
about their previous illness, evidently con- 
sidering it a handicap. Thus the Majority 


— 


8 Linder and Landy, op. cit, 


® This term was coined by one of the writers 
(D. L.) who subsequently discovered it was used 
independently by William E. Henry in his paper, 
“Psychology,” in Interrelations Between the Social 
Environment and Psychiatric Disorders, New York, 
Milbank Memorial Fund, 1953, 


10 But it has been discussed briefly elsewhere, by 
Milton Greenblatt, David Landy, Robert W. Hyde 
and J, Sanbourne Bockoven, “Rehabilitation of the 
Mentally Ill: Impact of a Project upon Hospital 
Structure,” particularly the section on the voca- 
tional placement officer and counselor, American 
Journal of Psychiatry, 114(May 1958), 986-92. 


41 Little accurate or objective information exists 
regarding the attitudes of employers toward hiring 
persons with a history of emotional illness. The 
present study is at best only suggestive of the many 
areas which need intensive scientific research. The 
most systematic study of employer attitudes and 
patient experiences known to the authors is that 
now being conducted by Simon Olshansky of the 
Joint Commission on Mental Illness and Health 
and Samuel Grob of the Massachusetts Association 
for Mental Health. 
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of patients who leave mental hospitals are 
working in the many occupational roles in 
their communities with their emotional 
breakdown unknown to their employers, 
Since being accepted on a job is only the 
first stage of the patient's vocational come- 
back in the community, and he must also 
cope with his own feelings and those of his 
fellow-workers, this may be just as well. 
And insofar as the attempt at self-place- 
ment represents a desire of the patient to 
make his own way in the world and be ac- 
cepted on his merits, this may be seen as a 
“flight into health,” 9 at least as far as moti- 
vation based on common American values 
is concerned. 

On the basis of these initial experiences 
in placement the counselor has altered his 
methods somewhat so that when a study of 
future placements occurs it is probable that 
the ratio of those he “led by the hand” to 
the job interview, or otherwise gave direct 
assistance, will tend to come down in favor 
of those to whom he gave more indirect 
counseling and served as enabler rather 
than “big brother.” 

As our project has progressed, the impact 
of poorly matched or premature person-job 
arrangements has become obvious. The 
reasons for this lie partially in the hospital's 
referral process for vocational placement 
and will not be discussed further here. Jt 
is now realized that although ideally all 
referrals should be coped with successfully, 
not all patients are necessarily ready at the 
time of referral to take up their community 
relationships. Furthermore, it was decided 
that in justice to patient, employer and hos- 
pital, the reservoir of goodwill among com- 
munity employers, would be tapped only 
after the rehabilitation potential of the 
Prospective placement indicated a Tealistic 
probability of success. 


SIMON OLSHANSKY, M.A. 
SAMUEL GROB, Pu.D. 
IRENE T. MALAMUD, M.A. 


Employers’ attitudes and practices 


in the hiring of ex-mental patients 


The prospect of improved treatment pro- 
cedure for the hospitalized mentally ill, 
with the corresponding increase in hopes 
for recovery, has begun to shift our atten- 
tion to the need for developing conval- 
escent and rehabilitation procedures and 
facilities if this recovery is to be maintained 
and promoted after the patient leaves the 
hospital. Otherwise, the rising rate of dis- 
charge may be offset by a proportionate in- 
crease in the readmission rate. 
It is generally recognized in the rehabili- 
` tation field that the proper employment or 
placement of the employable ex-patient 
constitutes an essential part of this recovery 
process, especially in our work-oriented cul- 
ture. It is perhaps the first major link in 
reintegrating the ex-patient into normal 
community life. It is basic to both his self- 
acceptance and social acceptance. It sym- 
bolizes his acceptance in a productive role, 
that is, of contributing value to society as 
well as receiving some in return—a hall- 


mark of increasing maturity. Considera- 
tion of these factors has led to a growing 
concern with the special problems inherent 
in the reemployment of the ex-mental hos- 
pital patient. These problems relate in 
general to two major areas: 


@ The limitation imposed upon the degree 
of employability of the ex-mental hospital 
patient by his own personality difficulties. 


© The limitation imposed upon this degree 
of employability by employer attitudes and 
practices. This phase of our study has been 
designed to explore, in a systematic fashion, 


Mr. Olshansky is on leave from the Massachusetts 
Rehabilitation Commission and is serving as re- 
search associate on rehabilitation with the Joint 
Commission on Mental Illness and Mental Health, 
He is the principal investigator for this study. 
Dr. Grob, a clinical psychologist, is project director 
for this study. He is also associate director of the 
Massachusetts Association for Mental Health, of 
which Mrs. Malamud is executive director. 
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dence of the genuineness of their attitudes 
has been seen in the willingness of a large 
portion of the group in our study to accept 
placements referred directly by a psychiatric 
hospital. Thus the fact of emotional illness 
does not necessarily carry with it an ineradi- 
cable stigma, insofar as the vocational world 
is concerned. 

On the other hand, it should be remem- 
bered that patients who need help in direct 
placement constitute a relatively small pro- 


portion of the total population of persons’ 


discharged from mental hospitals. Recent 
research § has further shown that most 
former patients prefer not only to find jobs 
on their own but not to tell their employer 
about their previous illness, evidently con- 
sidering it a handicap. Thus the Majority 


oe 
8 Linder and Landy, op. cit. 


® This term was coined by one of the writers 
(D. L.) who subsequently discovered it was used 
independently by William E. Henry in his paper, 
“Psychology,” in Interrelations Between the Social 
Environment and Psychiatric Disorders, New York, 
Milbank Memorial Fund, 1953. 


10 But it has been discussed briefly elsewhere, by 
Milton Greenblatt, David Landy, Robert W. Hyde 
_,/and J. Sanbourne Bockoven, “Rehabilitation of ‘the 
Mentally Ill: Impact of a Project upon Hospital 
Structure,” particularly the section on the voca- 
tional placement officer and counselor, American 
Journal of Psychiatry, 114(May 1958), 986-92. 


44 Little accurate or objective information exists 
regarding the attitudes of employers toward hiring 
persons with a history of emotional illness. The 
present study is at best only Suggestive of the many 
areas which need intensive scientific research. The 
most systematic study of employer attitudes and 
patient experiences known to the authors is that 
now being conducted by Simon Olshansky of the 
Joint Commission on Mental Illness and Health 

, and Samuel Grob of the Massachusetts Association 
for Mental Health. 
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of patients who leave mental hospitals are 
working in the many occupational roles in 
their communities with their emotional 
breakdown unknown to their employers. 
Since being accepted on a job is only the 
first stage of the patient’s vocational come-. 
back in the community, and he must also 
cope with his own feelings and those of his 


fellow-workers, this may be just as well. - 


And insofar as the attempt at self-place- 
ment represents a desire of the patient to 
make his own way in the world and be ac- 
cepted on his merits, this may be seen as a 
“flight into health,” ® at least as far as moti- 
vation based on common American values 
is concerned. 3 

On the basis ‘of these initial experiences 
in placement the counselor has altered his 
methods somewhat so that when a study of 
future placements occurs it is probable that 
the ratio of those he “led by the hand” to 
the job interview, or otherwise gave direct 
assistance, will tend to come down in favor 
of those to whom he gave more indirect 
counseling and served: as*€nabler rather 
than “big brother.” «> 

As our project hi progressed, the impact 


of poorly matched or premature person-jobe, 


arrangements has become obvious. The 
reasons for this lie partially in the hospital’s 
referral process for vocational placement 
and will not be discussed further here.10 It 
is now realized that although ideally all 
referrals should be coped with successfully, 
not all patients are necessarily ready at the 


‘time of referral to take up their community, * 


relationships. Furthermore, it was decided 
that in justice to patient, employer and hos- 
Pital, the reservoir of goodwill among com- 
munity employers,11 would be tapped only 
after the rehabilitation potential of the 
Sghospective placement indicated a realistic 
probability of success. 7 
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Employers’ attitudes and practices 


in the hiring of ex-mental patients 


The prospect of improved treatment pro- 
cedure for the hospitalized mentally ill, 
with the corresponding increase in hopes 
for recovery, has begun to shift our atten- 
tion to the need for developing conval- 
escent and rehabilitation procedures and 
facilities if this recovery is to be maintained 
and promoted after the patient leaves the 
hospital. Otherwise, the rising rate of dis- 
charge may be offset by a proportionate in- 
crease in the readmission rate. 

It is generally recognized in the rehabili- 
tation field that the proper employment or 
placement of the employable ex-patient 
constitutes an essential part of this recovery 
process, especially in our work-oriented cul- 
ture. It is perhaps the first major link in 
reintegrating the ex-patient into normal 
community life. It is basic to both his self- 
acceptance and social acceptance. It sym- 
bolizes his acceptance in a productive role, 
that is, of contributing value to society as 
well as receiving some in return—a hall- 


mark of increasing maturity. Considera- 
tion of these factors has led to a growing 
concern with the special problems inherent 
in the reemployment of the ex-mental hos- 
pital patient. These problems relate in 
general to two major areas: 


@ The limitation imposed upon the degree 
of employability of the ex-mental hospital 
patient by his own personality difficulties. 


@ The limitation imposed upon this degree 
of employability by employer attitudes and 
practices. This phase of our study has been 
designed to explore, in a systematic fashion, 


Mr. Olshansky is on leave from the Massachusetts 
Rehabilitation Commission and is serving as re- 
search associate on rehabilitation with the Joint 
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the prevailing attitudes and practices in the 
hiring of ex-mental hospital patients as a 
first step in defining and coping with a 
recognizably difficult social as well as psy- 
chiatric problem 


ORIENTATION OF THE STUDY 


Prior experience with the ex-mental hos- 
pital patient in the labor market had indi- 
cated the complexity as well as the elusive- 
ness of this area. It was anticipated that 
the problem of employment for this group 
had not reached a level of community con- 
sciousness which would render it amenable 
to an exclusively rational approach. Em- 
ployers, in general, are not guided wholly 
by rational criteria in the hiring process. 
Consequently the central aim of this study 
was to inquire into the basic attitudes un- 
derlying the practices, policies and thoughts 
of employing groups with respect to the 
ex-mental hospital patient as a job appli- 
cant or employee. Though every effort was 
made to obtain as much relevant factual 
material as was available, such information 
was also conceived as data for unraveling 
deeper attitudes governing the employment 
process in which ex-mental hospital patients 
are involved on the contemporary scene. 
This is consistent with the views of most 
students of attitudes; namely, that attitudes 


may be manifested by either overt behay-- 


ioral responses or by verbal responses. 
|. Hence both quantitative and qualitative 
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1 This paper is an abridged report of the first phase 
of a field study supported by grants from the 
Office of Vocational Rehabilitation, Department of 
Health, Education and Welfare, and the Massachu- 
setts Association for Mental Health. The complete 
study is available from the association, 41 Mt, 
Vernon St., Boston 8, Mass. 

The authors gratefully acknowledge the patient 
guidance they received from Dr, Robert W. White, 
consultant for this study and chairman of the de- 
partment of social relations of Harvard University. 
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approaches were employed in gathering and 
interpreting the data. 


METHODOLOGY 


Locus of study. The survey was conducted 
in the Greater Boston labor market area. 
The field work for the survey was accom- 
plished for the most part between August 
1956 and March 1957. It is a sizable and 
well diversified labor market. All of the 20 
Major industry groups (as defined in the 
Standard Industrial Classification) are rep- 
resented in the area. In the distributibn 
of employed workers between manufactygr- 
ing and non-manufacturing activities Bos- 
ton is a fairly representative city, although 
New England is one of the more heavily 
industrialized regions of the United States. 
During the period of this study the U, S. 
Department of Labor classified the Boston 
area as a class B labor market. This meant 
that the demand for labor in this area 
exceeded the supply available, creating an 
optimal situation for employer interview- 
ing. 

Sampling procedure. In addition, small 
samples of other agencies in the community 
involved in employer attitudes were sur- 
veyed as complementary though incidental 
aspects of the main problem. These ip- 
cluded industrial physicians, public and 
private employment agencies, and labor un- 
ions. The sample selected for the employer 
population followed acceptable standards 
in sampling procedures. The samples used 
for the subsidiary groups were empirically 
chosen in random fashion, with no known 
bias operating in the selection. However, 
because of the less rigorous procedure fol- 
lowed, the smaller samples studied may not 
have the character of representativeness 
that the employer samples possess. 

The total sample of employers inter- 
viewed was broken down into three sub- 


samples: large manufacturing establish- 
ments (those normally employing more 
than 100 workers) small manufacturing es- 
tablishments (those normally employing be- 
tween 25 and 100 workers, and non-manu- 
facturing establishments employing 25 or 
more workers. Each sub-sample. was ran- 
domly selected from the three major cate- 
gories. Employers with fewer than 25 
workers were excluded, not because they 
are not likely sites of employment for ex- 
mental patients but because it was felt that 
they would probably have had relatively 
less experience than other employers with 
this population. A total of 200 employers 
were interviewed. Of these, 100 were manu- 
facturing employers and the remaining 100, 
non-manufacturing employers. It was rec- 
ognized that a larger proportion of manu- 
facturing than non-manufacturing employ- 
ers would be interviewed. A further arbi- 
trary subdivision was made when the 
manufacturing sample was divided equally 
between large and small manufacturing es- 
tablishments as defined above. 

After the surveys had been completed it 
was found that the combined sub-samples 
of manufacturing establishments employed 
a total of 46,816 persons, or about 14% of 
the total manufacturing employees in the 
Greater Boston labor market area. The non- 
manufacturing establishments employed 
39,884 workers, or about 6.1% of the total 
non-manufacturing employees in the area. 

All information reported in this study 
was obtained in a face-to-face interview fol- 
lowing a formal appointment with the em- 
ployer. Some of our findings and analyses 
follow. 


FINDINGS AND ANALYSES 


Non-respondents. As anticipated, repre- 
sentatives of a few of the randomly selected 
employers refused to be interviewed. The 
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non-respondents constituted about 13%, of 
the sample, with the smaller manufacturing 
employer constituting the largest sub-group 
of non-respondents. Whether the number 
of refusals is small or large is difficult to 
say, since there is no generally acceptable 
norm against which to measure it. How- 
ever, there was no discernible relationship 
between a willingness to talk and answer 
questions and a willingness to hire. 

Employees reported hospitalized for men- 
tal illness in the last five years. For the five 
years covered by our survey the 200 em- 
ployers reported a total of 123 workers who 
had been, to their knowledge, hospitalized 
for mental illness. Fewer than a third of 
interviewed employers reported these hos- 
pitalizations; or, stated in another way, 
more than two-thirds of the employers had 
no knowledge of any of their workers being 
hospitalized during a 5-year period. Since 
there was a considerable turnover during 
the 5-year period, the total number of work- 
ers representing the population from which 
this 123 are drawn would be substantially 
in excess of the 87,000 workers employed 
during the time of survey. 

Reemployment of hospitalized employees. 
Almost 70% of hospitalized workers were 
reemployed after their discharge. Only a 
small number were refused employment. 
Another group had not reapplied or were 
deemed “not ready” for work. 

It seems clear that almost all employers 
are willing to rehire their own workers after 
a period of hospitalization. This suggests 
that employers tend to have a more accept- 
ing attitude toward their own employees 
with a history of mental illness than toward 
the job applicant with a similar history. 

Employers’ hiring policies and practices. 
As a matter of general policy 153 employers, 
or about 75% of the sample, stated that 
they would hire ex-mental patients; 47 em- 
ployers, or about 25%, stated that they 
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would not consider any ex-mental patient 
for employment. 

However, only 27 employers, or about 
13% of the sample, did hire knowingly any 
former patient during a 3-year period. The 
number hired was 58. Of the 27 hiring em- 
ployers, 22 hired 45 of the 58. Four em- 
ployers made more than a quarter of the 
hires. With the exception of these four 
non-manufacturing employers having a 
work force between 500 and 1,000, non- 
manufacturing employers made only 11 
other hires, and most of these were by the 
smaller employers. Among manufacturing 
firms, almost 70% of the hires were by 
smaller employers. 

In short, both in relative and in absolute 
terms the number of reported hires is small 
and concentrated among few employers. 

Though we do not know how many 
qualified ex-mental patients applied for 
work and were rejected because of their his- 
tory of mental illness, the paucity of hires 
Suggests that employers prefer not to hire 
known ex-mental patients. Further evi- 
dence of that preference is that only 5 em- 
ployers interviewed expressed a willingness 
to consider hiring any qualified ex-mental 
patients interested in immediate employ- 
ment. 

It should be borne in mind that the hiring 
process generally is not always a rational 
one and that criteria other than job quali- 
fications are often considered. Religion, 
age, race, anatomical and systemic normal- 
ity, sex and “personality” are some factors 
not always relevant to job efficiency yet 
often included, explicitly or implicitly, in 
the criteria for hiring. 

‘ A history of mental illness is thus another 
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2 It is relevant to point out that the U. S. Civil Serv- 
ice Commission requires a post-hospital conval- 
escence of one year before considering an ex-mental 
patient eligible for employment. 


394 


factor which may affect a person’s job op- 
portunities. The tendency of employers 2 
to exclude groups—such as those over 45 
or those with cardiac disease or Negroes— 
places the individuals in these groups at a 
marked disadvantage as they have no con- 
trol over the ascription of group qualities 
to themselves as individuals, 

Within the setting of the labor market, 
having a choice of hiring non-disabled work- 
ers or workers with a history of mental ill- 
ness, the employer—whatever his personal 
preferences may be—is likely to avoid those 
whose work capacity is in question. There 
is the often expressed hope among rehabili- 
tation workers that employers can be edu- 
cated to function as quasi-therapists. The 
data of this study suggest that such an out- 
come is not likely. Employers conceive 
their role to be that of maximizing the effi- 
ciency of their work force, not that of 
quasi-therapists. Moreover, it can be argued 
that the non-judgmental and accepting at- 
titudes characteristic of a clinical setting 
are not appropriate to a work setting. 

Employer attitudes toward mental illness. 
What were employers’ basic attitudes to- 
ward mental illness? The following pic- 
ture emerged from the data. 

Of the 200 employers almost half re- 
vealed much concern with violence, in the 
form of ex-patients being destructive either 
to themselves or to others. About the same 
Proportion were concerned with recurrence 
of illness. Though many employers talked 
about the fact that mental illness is cur- 
able, apparently they have deep doubts 
about this. A third factor of great concern 
to them was the ex-mental patient's toler- 
ance threshold for pressure and speed; they 
left unanswered, however, the question of 
how appropriate amounts of pressure and 
speed might be measured. 

Incompatibility was another factor of im- 
portance for 66 employers, Sixty-one ex- 
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pressed {aw iis “acting out” (ex- 
pressed as “fly off the handle,” “blow up,” 
“flare up”). 

Bizarre behavior was expected by 30 em- 
ployers. The words they used to character- 
ize bizarre behavior were “queer,” “pecu- 
liar,” “strange.” 

A significant minority compared an ex- 
mental patient to Negroes and convicts. 
Some employers identified mental illness 
with immorality; sex perversions and steal- 
ing were the two most frequently ascribed 
immoralities. A small minority equated 
mental illness with mental deficiency. 

Thus it can be seen why close supervision 
is thought to be needed: “anything can 
happen,” “you can trigger off a relapse,” 
“you have to watch them like a hawk” or 
“treat them with kid gloves.” Considering 
the quantity of anxiety expressed, it is in- 
deed remarkable that three-fourths of the 
employers are willing to hire as a matter 
of stated principle. 

Jobs available for ex-mental patients. 
About 30% of employers said they would 
place ex-mental patients in any job for 
which they qualified. This response repre- 
sents a constructive attitude. On the other 
hand, more than 40% said they would con- 
sider former patients for only certain types 
of jobs. Suitable jobs named were unskilled 
jobs—simple repetitive ones such as typing 
and filing, service jobs such as porter and 
janitor, Employers would avoid sales jobs 
or any job requiring contact with the pub- 
lic, “pressure” jobs, “responsible” jobs, su- 
pervisory jobs, “hazardous” jobs and “diffi- 
cult” jobs. 

Given the anxieties of employers regard- 
ing the propensity of ex-mental patients 
toward violence and “acting out,” their in- 
ability to tolerate pressure and speed, and 
their alleged “incompatibility,” we can un- 
derstand the employers’ tendency to chan- 
nel ex-mental patients into unskilled and 
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service jobs characterized by minimal inter- 
personal contacts, low requirements both 
qualitatively and quantitatively, and few 
opportunities for promotion, In addition, 
during a period of full employment these 
are the jobs most difficult to fill. It is in- 
teresting to note that these are the same 
kinds of jobs offered to Negroes and ex- 
convicts. Lastly, these jobs are unimpor- 
tant ones, so that in the event of the ex- 
pected relapses no money has been wasted 
in training. Basically, these jobs are con- 
sidered to be relatively comfortable, free 
of pressures, and simple enough for a “sick 
mind” to do. They are jobs with such 
permissiveness that the employer can even 
tolerate bizarre behavior by the worker. 

An added reason for considering ex- 
mental patients for such jobs follows the 
inevitable process of grouping all ex-mental 
patients into one undifferentiated category. 
One first invests them all with common 
traits and then one limits them to certain 
jobs because of these alleged common 
traits. 

In the light of the undifferentiated pic- 
ture of ex-mental patients and in the light 
of employer anxieties and fears regarding 
them, it is not hard to see the reluctance of 
employers to hire them, and to hire them 
if at all for only those jobs marginal work- 
ers have traditionally done: jobs paying low 
wages and offering little opportunity to 
move upward. 

One point in partial justification of the 
employers’ practice of assigning ex-mental 
patients to unskilled and service jobs is that 
not infrequently these are the jobs ex- 
mental patients apply for. Putting a low 
valuation on themselves, and often without 
vocational guidance and direction, they 
may apply for low-level jobs. In some 
cases such jobs are appropriate and suit- 
able, either as terminal or beginning jobs; 
that is, the residuals of their illness may 
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limit their vocational capacities for varying 
periods of time. 

Patterns of employing ex-mental patients. 
The two preferred channels of employment 
were hiring “at the gate” and hiring from 
the mental hospital. In fact, almost 40% 
of all large manufacturing firms preferred 
hiring from hospitals. This preference of- 
fers hospitals an opportunity to explore 
and develop further employer contacts. 
The preference of only 14 employers for 
hiring from employment agencies suggests 
perhaps that too much reliance has been 
placed on them by rehabilitation personnel 
to the detriment of the ex-mental patient. 

The expressed preference for hiring from 
hospitals is understandable in terms of the 
employers’ stated need for medical informa- 
tion and assurance, doctor’s recommenda- 
tion, and hospital records. 

Regarding the common practice of ac- 
companying patients, 142 employers ex- 
pressed a preference for talking to the pa- 
tient directly and alone. Only a very small 
minority—12 employers in all—expressed 
an interest in having the patient accom- 
panied by a second person, Why this 
strong and frequently stated preference? 
First, some employers felt a second person 
would inhibit their talking with the pa- 
tient. Second, it was stated that the situa- 
tion would arouse the curiosity of other 
workers, Third—and most important for 
many employers—coming alone, standing 
on one’s own feet and speaking for oneself 
‘would be significant evidence that the pa- 
tient has recovered enough to be able to 
work. Contrariwise, the need to have a 
second person would suggest a lack of readi- 

ness to undertake regular employment, “If 
he cannot come alone, I don’t want him” 
was the way many employers put it. 
Fourth, some employers were afraid a sec- 
ond person would exert pressure to compel 
their acceptance of the ex-mental patient. 
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It should not be inferred from what has 
been said that ex-mental patients do not 
need help in determining appropriate voca- 
tional goals, in developing interviewing 
techniques, in locating possible sites for em- 
ployment and in reviewing their experi- 
ences in job-finding. Moreover, it should 
be recognized that for some patients a more 
aggressive, paternalistic kind of help might 
be necessary to facilitate their employment. 

Some further results of having patients 
apply for work unescorted, besides enhanc- 
ing their chances of employment, in many 
instances, would be that hospitals would be 
compelled to select them more carefully be- 
fore permitting them to enter the labor 
market; patients, after finding their own 
jobs, would tend to continue on them 
longer; and employers, after hiring ex- 
mental patients, would be more willing to 
accept responsibility for the consequences 
of their own choices. Finally, the proce- 
dure would help solve (at least partially) 
the problem of testing a patient's willing- 
ness to work and his readiness for it. 

Information required by employers for 
hiring. Employers show a vagueness re- 
garding the information considered desir- 
able for evaluating an ex-mental patient's 
readiness for work. It was not at all clear 
why 61 employers asked for diagnoses, yet 
only 5 employers said they would use them 
to determine readiness. One may also ask 
the value, for lay groups of a diagnostic 
label, especially when not intended as a 
criterion of readiness. 

Thirty-five employers asked for a doctor's 
recommendation, yet 84 said they would ` 
use it to determine work readiness, It is 
not clear why so few asked for information 
so many intended to use. Nor is it clear 
what employers meant by a doctor’s recom- 
mendation. Do they want assurances that 
recovery is complete and the patient is 
qualified for a given job? Fifty-one asked 


for hospital records, although 65 said they 
would use them in evaluating readiness. 
Again it was not clear just what part of the 
record they wanted, or could interpret con- 
structively. What do employers mean by 
hospital records? 

The vagueness and disparity expressed 
in these matters suggest that employers 
have probably not thought through the 
process of evaluating ex-mental patients, 
since for many of them the situation has 
occurred infrequently or not at all. It can- 
not be overlooked that in some instances 
requests for medical data may reflect under- 
lying resistance on the part of the employer. 

Although only 33 employers said that the 
interview would be a criterion of hiring, it 
would seem likely to be more important 
than other factors cited more frequently. 
Whatever a doctor may say or a hospital 
record show, an employer is going to be 
more influenced by what he sees and hears. 
The interview is probably the most impor- 
tant variable in the process of determining 
readiness for work. It is unfortunate that 
some patients may be adversely judged in 
an interview, despite a capacity for work. 

Seventeen of 50 small manufacturing em- 
ployers, 6 of 50 large manufacturing em- 
ployers and 7 of 100 non-manufacturing 
employers said they would employ on a 
trial basis. For small employers it was the 
most frequent response. This may suggest 
why small employers are more likely to hire 
an ex-mental patient than other employers, 
since a job try-out (assuming it is long 
enough and under reasonably good condi- 
tions) is still the best way of determining 
readiness for work. In fact, for many pa- 
tients it is perhaps the only way. Some 
moderately disturbed patients, despite their 
impairment, can and do function effectively 
on a job. However, this fact can often be 
established only by a try-out. 

Telling fellow workers. More than 75% 
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of all employers would not tell fellow work- 
ers that the new employee was an ex-mental 
patient. The reasons given were: 


© It might upset fellow workers, even to 
the point of causing some of them to quit. 


@ It is a private matter and telling would 
be a breach of confidence. 


@ Some workers would be over-sympathetic 
and possibly obstructive in their helpful- 
ness. 


@ “Fellow workers would be cruel and 
would not give the patient a break.” (This 
hostility was often ascribed to ignorance— 
“low class” of people in factories and “you 
know what human nature is.”’) 


Points 2 and 4 were most frequently ex- 
pressed. 

It would seem that whatever the real rea- 
sons for employer policy on this matter at 
this time they are probably correct in want- 
ing to withhold such information. In view 
of this, it would seem advisable for each 
person to exercise discretion and judgment 
in telling his fellow workers about himself. 
This is not to deny that for some patients 
the need to discuss their illness freely may 
be a strong and healthy one, but in terms 
of job survival disclosure of their history 
of mental illness may prejudice their ac- 
ceptance by fellow workers. This should 
not be considered a moral problem but 
rather a practical one resulting from the 
stigma and stereotypes still associated with 
mental illness. 

To test the employer's policy that it is 
best not to disclose a worker's history of 
mental illness to fellow workers, subsequent 
to the completion of the survey we inter- 
viewed 30 workers distributed among 4 em- 
ployers in the following job classifications: 
6 foremen, 6 professionals, 6 clerks, 6 skilled 
and 6 unskilled workers. The number 
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chosen to be interviewed was small because 
of limitations in money and time. This 
employee sample was diversified in order to 
see if attitudes were related to levels of 
occupation. 

Interestingly enough, no conspicuous 
differences in attitudes were found among 
the workers. In some instances unskilled 
workers, though less sophisticated than pro- 
fessional workers, expressed attitudes as 
positive as those found among the latter. 

Paradoxically, though almost all workers 
interviewed (28 out of 30) expressed a will- 
ingness to work alongside an ex-mental pa- 
tient, and though almost all interviewees 
(25 out of 30) thought other workers would 
be willing to work with an ex-mental pa- 
tient, only 4 out of 30 stated that an em- 
ployer should tell fellow workers that the 
new employee is an ex-mental patient. 
And 2 of these 4 respondents were foremen. 
The prevailing reason for not telling seems 
to be that the disclosure would put the new 
worker on the spot and would obstruct his 
fitting into the group. One skilled worker 
expressed it as follows: “It would come back 
to the fellow and he'd feel on the spot as if 
everybody were looking at him. It would 
be the same for an ex-convict—if something 
is missing, everyone looks at him.” 

What has emerged from the interviews of 
30 workers are the following facts: almost 
all workers expressed a willingness to work 
with an ex-mental patient and thought that 
other workers, would feel the same way. 
Whether in deference to the principle that 
a man should be judged by what he does, 

or in the belief that one’s illness is a private 
Matter, or that somehow some individual 
workers might provoke embarrassment, al- 
most all were opposed to the employer's 
telling fellow workers, 

What has also emerged is that though 
workers’ knowledge regarding mental illness 
may be lacking, either in completeness or 
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accuracy, feelings toward ex-mental patients 
were for the most part positive. These 
feelings were probably based on the Ameri- 
can principles of fair play and of giving the 
underdog a break. 

There was no evidence within this limited 
study to substantiate the widespread as- 
sumption by employers that workers would 
be hostile to ex-mental patients. Of the 
workers interviewed, 26 felt that their em- 
ployers should not reject ex-mental patients. 
The same number expressed a willingness 
to have ex-mental patients participate in 
their recreational activities, 

It is suggested that the attitudes of fel- 
low workers may not be as much of an 
obstacle to the hiring of ex-mental patients 
as is thought, though clearly a larger sam- 
pling of employee attitudes is desirable. 

Employers’ suggestions for increasing em- 
ployment opportunities. Employers appar- 
ently have not been thinking about the 
problem of employment for ex-mental pa- 
tients. This is not stated as a criticism. 
Most of them have had little, if any, direct 
experience with ex-mental patients as job 
applicants. There was therefore little point 
in speculating about a problem outside 
their range of experiences. Too, the com- 


/ munity has not so far provided any leader- 


ship in this area, so that there exists no 
Provocation to thinking about ex-mental 
patients. Actually, the employment and 
rehabilitation of ex-mental patients have 
become of concern to psychiatrically ori- 
ented agencies and persons only within the 
last few years, Businessmen have enough 
problems and urgencies of their own with- 
out going outside their area of concern or 
Competence. And, in addition, their own 
problems are both immediate and pressing. 

Employers frequently Suggest the need 
for educating people about the medical 
ability to cure mental illness. In a sense 
this is a two-edged Suggestion. Certainly, 
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considerable progress has been made in the 
treatment of mental illness, but to describe 
a person as cured is to exceed the bounds 
of present knowledge. Do employers want, 
therefore, to wait until that day comes 
when patients are not just improved by 
treatment but cured in an absolute sense? 

Interestingly enough, a significant num- 
ber of employers suggest the establishment 
of rehabilitation centers to train patients. 
Others recommend making more intensive 
placement efforts in their behalf. Both 
suggestions are good and worthy of further 
consideration, for too often patients are 
permitted to leave mental hospitals without 
appropriate vocational training or orienta- 
tion regarding available job opportuinties. 

Contrary to what was expected and de- 
spite the much stated fears and anxieties 
regarding recurrence and violence, only 4 
employers recommended a reduction in li- 
ability under the Workmen’s Compensation 
Act. The low frequency of this response is 
especially interesting since the Workmen’s 
Compensation Act of Massachusetts was 
amended in 1945 to provide relief to em- 
ployers hiring veterans who had a service- 
connected “mental condition” and who as 
a result of this condition caused an injury 
to a fellow employee. The lawyer who 
drew up this amendment informed a mem- 
ber of the staff that the purpose was to 
encourage employers to hire ex-patients 
who were expected to “do things.” Few if 
any cases have come up under this amend- 
ment. The amendment also is further testi- 
mony of the prevailing attitudes toward ex- 
mental patients, that is, their proneness to 
violent behavior. 

For the purpose of obtaining a more com- 
plete picture of hiring practices, 22 indus- 
trial physicians and representatives of 10 
employment agencies and 10 unions were 
interviewed. The relevant findings will be 
briefly stated. 
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All three groups reported very limited 
experiences with ex-mental patients; all 
tended to lump them into an homogeneous 
mass. Both the industrial physicians and 
the representatives of employment agencies 
seemed to take their cues from employers 
regarding the characteristics of ex-mental 
patients as prospective workers. Unions, 
though less sophisticated, seemed willing to 
learn about mental illness. By and large, 
attitudes toward mental illness seemed to 
have been substantially influenced by the 
roles of the respondents. 


SUMMARY 


The most significant fact emerging from the 
study so far has been that employers have 
reported very limited experience with ex- 
mental patients. And perhaps almost as 
significant has been the fact that those em- 
ployers who did report some experience 
with ex-mental patients did not respond 
differently from employers without this ex- 
perience. Apparently, experience is not 
necessarily a good teacher. Both these facts 
were contrary to our expectations. 

As far as can be judged, employers’ atti- 
tudes toward mental illness were derived 
from outside the business setting and were 
probably in conformity with the attitudes 
of their friends and neighbors. 

And though there was some evidence that 
books, magazines, newspapers, radio and 
television have not been without positive 
influence among employers on an intellect- 
ual level, there seems to have been no 
corresponding attitudinal changes. Thus, 
though a large majority of employers said 
that they were willing to hire, few em- 
ployers actually did. 

And in truth it would be incongruous to 
expect employers to hire ex-mental patients 
when they considered them to be for the 
most part violent, uncontrollable, and un- 
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predictable. What a contrast to the em- 
ployers’ stated need and expectation of rou- 
tine and regularity! And to make matters 
worse, mental illness for many employers 
represented not only an emotional disorder 
but a character weakness, and in business 
strong character carries a high value. 

Given this concept of ex-mental patients, 
it is little wonder that employers consider 
them chiefly for unskilled and unchalleng- 
ing jobs—for jobs free from the require- 
ments of pressure and speed, for jobs need- 
ing much supervision, for jobs with few 
contacts with other persons. In short, when 
ex-mental patients are hired, it is for only 
those marginal and undesirable jobs gen- 
erally hard to fill during periods of high 
employment, 

Therefore it should not be surprising that 
ex-mental patients probably tend to conceal 
the history of their mental illness when 
applying for work. It is probably this 
prevailing practice of concealment which 
explains the employers reporting limited 
experience with ex-mental patients. In ap- 
plying for work, ex-mental patients avoid 
employer stereotypes by not disclosing their 
history of illness; employers in turn are 
denied an opportunity to test the adequacy 
and appropriateness of their stereotypes, 
since they hire few workers who are identi- 
fied as ex-mental patients. The vicious 
circle is complete and self-perpetuating. 
Prejudice produces concealment; conceal- 
ment helps maintain the prejudice, 

Adding to the difficulty is the fact ob- 
served in our study that employers gen- 
erally did not consider mental illness or the 
employment of ex-mental patients as their 
problem. Since their experience with ex- 
mental patients has been limited and wil] 
probably continue to be limited, there 
seems little evidence that in the future 
mental illness will become their problem, 
And businessmen, having more problems 
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now than they can comfortably handle, are 
not likely to seek it out and make it their 
problem—and no one can rightfully expect 
them to do so, 

Finally, all evidence within the study 
points up the tremendous problem of com- 
munication and the magnitude of resistance 
to attitudinal changes as distinguished from 
cognitive changes. Both experience and 
interest are considered necessary compo- 
nents to possible attitudinal changes, and 
both these qualities are at present lacking 
in this situation. 

Regarding industrial physicians, the evi- 
dence suggests that they reflected, for the 
most part, employer attitudes, tending to 
fulfill in that way employer expectations. 

Like employers, both unions and employ- 
ment agencies reported very limited experi- 
ence with and understanding of ex-mental 
patients. Despite this limitation, unions 
did manifest an interest in ex-mental pa- 
tients and a willingness to help them. Em- 
ployment agencies reflected employer atti- 
tudes, much as did industrial physicians, 
and seemed satisfied to continue their role 
of accommodation to employers, 


CONCLUSIONS 


In conclusion, the authors wish to make 
the following observations: 


© Despite the reported prevalence of mental 
illness, we found in the course of this study 
very little evidence of significant and sub- 
stantial experience with the mentally ill in 
a significant segment of the community— 
employers, Apparently, the feared and ex- 
pected stigmatization has driven mental ill- 
ness “underground.” 

© There is a need for 
the industrial physici 
agency with respect to this problem, so that 
they can function More effectively. This 


clarifying the role of 


might entail broadening the concept of their 
professional and agency responsibility re- 
spectively. 


@ Unions, if they are to be helpful in this 
area, will need more guidance, encourage- 
ment and leadership from outside their 
own ranks. 


© There is need for further study of the at- 
titudes of co-workers; our limited evidence 
of their positive attitude toward ex-mental 
patients suggests that they might be a source 
of possible support and comfort to ex-men- 
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tal patients rather than an obstacle, as 
presently assumed, to their acceptance. 


@ Lastly, more comprehensive conclusions 
and more specific recommendations will be 
forthcoming at the end of our present study 
(now in progress) of 300 ex-mental patients. 
With the combined and complementary 
data of both studies the authors will feel 
more firmly grounded to formulate their 
views and recommendations for review and 
implementation. 


a RN 


By-products 


The man who recovers from an attack of mental illness with his vocational skills 
intact and is then refused employment is just as disabled, vocationally, as though his 
intrinsic capacity for work had been totally destroyed. Long continued disuse must 
inevitably lead to atrophy of the skills so that he becomes in fact disabled. Perhaps 
more important than the loss of vocational ability as such is the loss of those vital 
by-products of successful employment: self-esteem, pride, ambition—Robert C. Hunt, 
M.D., Hudson River State Hospital, Poughkeepsie, N. Y. 
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An experiment in 


changing the attitudes of employers 


toward mental illness 


One of the obvious targets of the new men- 
tal health citizens’ movement is employ- 
ment discrimination against former pa- 
tients. On the face of it, the necessary 
steps to diminish such discrimination would 
seem simple to lay out, however difficult 
their implementation. Obviously it is nec- 
essary to involve a hard core of employers 
and then enlist them in a campaign to 
bring our message to the wide community 
of employers. There are clearly a number 
of technical problems posed by this opera- 
tion: What are effective techniques for in- 
volving these “hard core” employers and 
for maintaining their involvement? What 
are effective techniques for bringing the 
message in more than rhetorical fashion to 
a larger circle of employers? But as a 


Mrs. Murray, who resigned earlier this year as ex- 
ecutive director of the San Francisco Association for 
Mental Health, prepared this paper for delivery at 
the 7th annual meeting of the National Association 
for Mental Health November 29, 1957, in Atlantic 
City, N. J. 
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group grapples month after month with 
these questions, often with frustration, it 
becomes clear that there is a basic policy 
question which must be answered before 
the technical problems can be sensibly at- 
tacked. What indeed is the message we 
want to bring to employers on this issue? 
You will see that this fundamental “goal” 
question runs as a kind of X factor, often | 
an unseen X factor, through the history 
of problems that were encountered on 
every level in the San Francisco experiment. 

I came to the San Francisco Association 
for Mental Health as executive director 
after four years as coordinator of volunteer 
services at Agnews State Hospital near San 
Jose, Calif. At this hospital, in response 
mainly to an unmet need that volunteers 
saw, we had established a rehabilitation 
planning committee in conjunction with a 
pilot program of the Office of Vocational 
Rehabilitation. This rehabilitation plan- 
ning committee consisted of employers who 
met with the patient about to be discharged 


om the hospital and actually helped the 
patient find a job, not only as a service to 
the particular patient but as an educational 
“medium in the community. It was felt 
that the personal contacts made among em- 
ployers in placing the patient on a job did 
much to destroy the anxieties they felt 
about hiring former patients. 

When the idea of a similar committee in 
the San Francisco area was proposed, the 
San Francisco Association for Mental 
Health and many of the agencies 1 in the 
area who were concerned with the rehabili- 
tation of the discharged patient, were en- 
thusiastic in recognizing the possibilities 
for such a committee if it could begin to 
bring about a change in community atti- 
tude in San Francisco toward hiring former 
patients. 

A meeting was called by the association 
of all agencies who might be interested and 
concerned. Detailed discussions followed 
as to how such a committee might function 
in San Francisco from the agencies’ point 
of view—protection of patient privacy, 
sound interpretation of the problem, and 
cooperation among agencies to avoid du- 
plication of effort or assumption by one 
agency of any other agency’s responsibility. 

It was agreed that the key to the seeming 
success of the Agnews group was the actual 
participation of the patient—his meeting 
with a group of employers. Several agen- 
cies agreed that they would attempt to lo- 
cate patients just discharged and seeking 
jobs in the area who would appear before 
such a group of employers. (An important 
fact to remember here is that San Francisco 
is over an hour’s travel from the nearest 
state hospital, and for San Francisco em- 
ployers to actually interview patients at the 
hospitals prior to discharge was impractical 
and unworkable.) 

Next, a group of employers from the San 

ose area accepted an invitation to present 
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a demonstration of their program before a 
group of San Francisco employers. Over 
75 San Francisco employers, out of 100 in- 
vited, attended this meeting. An actual 
committee meeting with a patient was simu- 
lated. The employer (who incidentally had 
hired several former patients) who took the 
part of the patient was so convincing that 
many in the audience failed to realize he 
was not an actual patient as he talked about 
his fears of facing the stigma of the com- 
munity in searching for a job. 

At the close of the program the employers 
in the audience were invited to join in 
pioneering a similar program for San Fran- 
cisco. Nine men volunteered and formed 
the nucleus of a committee which called 
itself the employment planning committee 
of the San Francisco Association for Mental 
Health. For the purpose of this paper, the 
details of working out committee and 
agency relationships, committee structure, 
etc., will not be described. 

Suffice it to say that the first employment 
planning committee, which met July 8, 
1955, was a group of 14 employers who 
stated as their goal: “To have the employer 
consider the former mental patient on his 
own merits, considering the person’s ability 
or potential, and not arbitrarily rejecting 
him because he admits to having been men- 
tally ill.” A member of the industrial rela- 
tions staff of one of the city’s largest cor- 
porations agreed to serve as the first 
chairman of the committee.? 

In a 12-month period, the committee saw 


$$ ese 
1California Bureau of Vocational Rehabilitation, 
California Department of Employment, McAuley 
Clinic of St. Mary’s Hospital, Langley Porter Clinic, 
Mt. Zion Psychiatric Clinic, Jewish Committee for 
Personal Services, psychiatric division of San Fran- 
cisco County Hospital, Family and Children’s 
Agency, and the Bureau of Social Work of the Cali- 
fornia Department of Mental Hygiene. 

2 Larry Loban of Crown Zellerbach Corporation. 
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9 patients all of whom were at the time 
being seen by a community social agency, 
most of them by the Bureau of Social Work 
of the Department of Mental Hygiene (the 
community's arm of the California Depart- 
ment of Mental Hygiene which provides 
follow-up care for patients from the state 
hospitals). This group of patients was a 
relatively sick group of people, some with 
complications other than a history of mental 
illness which affected their job situations 
—over age, member of a minority group, 
lacking in skills, etc. This is, of course, the 
group of patients most often seen in a 
social agency, since it seems to be true that 
the average discharged mental patient, who 
presents a picture of a “well” person, finds 
a job for himself on leaving the hospital, 
although he may have setbacks because of 
stigma. Many patients take jobs in a dif- 
ferent area or in a lower bracket, and most 
do not tell about their illness and live with 
the anxiety of being discovered. 

The committee met each month and 
asked one of the social agencies to provide 
a patient to appear at the meeting as the 
“educational medium.” The patient was 
told that he would not actually get job 
placement help—that the purpose of this 
committee was to understand, and through 
the personal understanding of its members 
to gradually change the feelings throughout 
a community which contribute to the stigma 
attached to returning mental patients, The 
members of the committee were clear from 
the beginning that the committee should 
Not serve a placement function that dupli- 
cated the function of existing employment 
agencies. It was understood that voca- 
tional placement involves many skills that 
are not known to the inexperienced person, 
and requires the total body of knowledge 
and function that are provided by the or- 
ganized employment services, 

A psychiatrist in private practice who had 
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had experience in state and army hospita s 
was invited to serve on the committee Jy 
help answer the employers’ questions aby | 
particular patients and about mental M 
ness in general. To be able to answer ques- 
tions about specific patients the psychiatrist 
interviewed each patient sometime prior ta 
the meeting. A social worker from the Bu- 
reau of Social Work served as liaison chair. 
man between the interested social agencies 
and the committee of employers. 

The social worker from the agency from 
which the patient was being presented came) 
with the patient and outlined his back 
ground to the committee. The employers 
on the committee decided that background 
information on the patient’s illness should 
be minimal. They asked that the briefing 
concentrate on the work history of the pa | 
tient and emphasize to the visiting em- 
ployers that the particular type of mental | 
illness or the way the patient expressed hisi 
illness should be of no more concern to 
them than the details of some other person's 
operation or physical illness, 

Each month the regular members of the | 
committee endeavored to have up to 15 
other employers at a meeting. The invited. 
employers had an Opportunity to meet the 
patient, interview him and recognize him } 
Not as “mentally ill” but as a person who, 
hopefully, they themselves would like to} 
hire. On a patient-to-employer, person-to- 
Person basis, employers usually left the 
meeting enthusiastically interested in t 
particular patient. The employment plan 
ning committee members urged them to see} 
all patients in this same light—and to real- f 
ize that among their existing employees 

ere were probably former mental patients 
who were being forced to hide the fact and f 
Were thereby causing great undue stress 
a anxiety on themselves and their fam- 
lies. 


During these months of the committee's 


avs stories which the committee felt 
ed as a real aid to making it easier to 
_ acceptance from employers of their in- 
vitation to attend these meetings. The 
commiitee also published a small brochure 
entitled “Would You Hire a Former Men- 
tal Patient?” which depicted two attractive, 
smiling secretaries on the cover with the 
question “which?” under the picture. 
|. However, there were many concerns and 
problems expressed in and out of the meet- 
_ings by regular committee members, which 
[were usually avoided when guests were 
present. From the beginning of the meet- 
ings the employers and the professional 
persons involved faced the question of how 
to formulate an appeal to the employer 
which would interest him in hiring a pa- 
tient. The employer asked: “How do we 
know the discharged patient makes a good 
employee? The professional people an- 
f swered: “We don’t know, but we think, 
. based on the number who do not return to 
hospitals after release, that the majority 
ea make good employees. They work 


and earn a living and do not return to the 
hospital.” But the employer reacted to 
this statement with the argument that per- 
haps patients stay out of the hospitals but 
shift from job to job. If this was true, this 
_ Was not a good employee prospect in their 
estimation. The social agencies admitted 
- there were few or no statistics on this. The 
rofessional workers stated: “You may have 
Bony employees now on your staff who 
‘were patients and you just don’t know 
about them.” The employers answered: 
“True, but they may be our worst or best 
employees. We don’t know.” There the 
X factor appears in strength. 

Also from the beginning of the meetings 
the employers on the committee expressed 
the feeling that they faced two other major 
problems: 
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è To find patients willing to appear before 
the committee (largely because already em- 
ployed patients feared losing their jobs if 
their employer found out). 


e@ To find patients to present before an 
audience of employers who came up to em- 
ployer expectations. 

This latter point is one that must be of 
real concern in any program designed to 
change attitudes about the mentally ill. 
Again the X factor rears its head. The 
employers expected the patients to be 
“well”—to show no signs of former illness 
and with only the problem of stigma to face. 
The employer found it difficult to “sell” a 
patient with a residual of his illness, 
especially since the patient’s problem was 
often complicated because he was over age, 
of a minority group, or had other social 
problems. 

The professional workers from the agen- 
cies attempted to get the lay members of 
the committee to see the problems of men- 
tal illness as a continuum from the slightly 
sick patient to the very sick and from the 
patient with practically no degree of illness 
residual to the patient with a marked degree 
of illness residual. Pressure from the 
agencies for the committee to recognize the 
problem in this light resulted in the em- 
ployers’ backing away almost entirely from 
assuming any personal responsibility for the 
placement of patients by defining the com- 
mittee as “an educational medium only.” 
In’ their thinking the employers separated 
“the patient with a disability from his 
illness” from the patient they wanted to 
work with—“the well person facing stigma.” 
Toward the end of the year the committee 
preferred to find a former patient already 
employed and performing well who would 
appear before the committee. Employers 
emphasized that the employer must look 
first for production. The employers on the 
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committee stated: “We don’t hire what we 
can’t understand or feel reasonably sure we 
can predict.” It was apparent that to most 
employers a history of mental illness meant 
a possible prognosis of poor job production 
in terms of dependability, permanency, etc. 

The lay members of the committee asked 
again and again why no study or studies 
had been done that would give some answer, 
at least in statistics, on how a former men- 
tal patient actually compares in job per- 
formance with the average person. In the 
field of mental hygiene there is almost a 
total lack of such statistics. An exhaustive 
search of the literature revealed practically 
nothing that the committee members found 
of use. Much of the literature stressed that 
the former patient is greatly handicapped 
by the stigma of mental illness but investi- 
gation revealed no actual statistics or studies 
of the numbers of former patients or even 
how many formerly hospitalized patients 

- returned to productive community living 
and continued same. 

For this reason the employment planning 
committee recommended, and with the aid 
of a professional research committee de- 
veloped, a project to gather data on such 
questions as how a former mental patient 
performs on the job, employer attitudes 
about hiring former mental patients, and 
patient attitudes about applying for a job 
on leaving a mental hospital. This is 
Projected as a 3-year study, and even if 
funds are made readily available to carry 
out the study it will do only a small part 
of the research that is needed, 

What can we at this point in our research 
say honestly to the community at large that 
is not only sound but acceptable to the 
community? We (and now I am referring 
in particular to the Mental Health Associa- 
tion) want to say: “You should hire former 
mental patients because . . -’—but how do 
we finish this sentence? We cannot say the 
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l 
former patient is a good employee judged 
by employer standards, because we simpl 
do not know. The lack of knowledge avail 
able to an educational agency such as thi 
Mental Health Association is going to be 
instantly reflected in any program we pr 
sent, and cause anxiety in the community, 
in particular in a group such as the em 
ployers on the employment planning com- 
mittee. 

As a mental health movement we are well 
familiar with the need for an overall um- 
brella of public information. However, in 
promoting the employment of the former 
mental patient can we simply propagandize 
—urging “hire the former mental patient”? 
It seemed to the employers on our com; 
mittee that such an approach as this is 
shielding the lack of facts which first must 
be made available before employers can 
possibly begin to accept such a slogan as 
realistic, 

If we present a somewhat dishonest pic- 
ture to the community in an effort to de- 
stroy the stigma surrounding job applicants 
who have had a mental illness, we run the 
risk of destroying the community’s faith in 
the entire program and of not being able to 
take the leadership in a revised program 
when we know better what the real situa- 
tions and needs of former mental patients 
are in relationship to their own abilities. 

Many of the employers on the committee 
expressed a willingness, and felt other em- 
ployers would also, to accept former paz 
tients as employees who must have help in 


rehabilitation, even though they might be 
calculated risks. 


to know whether 


as being good employment risks or poor 
employment risks. 


community service in exchange for giving 
up some of his usually demanded produc- 


| tivity. 


There are other complications, too. From 
the humanitarian standpoint we cannot 
make the same approach as is made in edu- 
cational programs about the physically 
handicapped, because people feel differently 
about mental illness. It is not just a matter 
of educating the public on a subject about 
which they have no previous understand- 
ing. In attempting to bring about an 
understanding of mental illness, a vast 
number of misconceptions, nearly as firmly 


embedded culturally a8 religious or family 


feelings, must be changed. 

It seemed easy for the lay members of 
the committee to grasp an overall concept 
that “one should not discriminate against 
the mentally ill” and to be rather eager to 
urge others to accept this same concept. 
However, the professional workers involved 
felt that sometimes the grasp of such a 
concept in reality covered only a shift in 
the handling of the basic feeling of fear 
and prejudice. In other words, an em- 
ployer would sometimes indicate that he 
would no longer discriminate against a job 
applicant with a history of mental illness, 
but he would find some other expressed 
reason for not hiring the person. On the 
other hand, some employers, in an effort 
to help and overly anxious not to stigma- 
tize such an applicant, would hire a person 
seemingly because he had been ill. 

It is practically impossible in our culture 
today for the average employer, even with 
considerable knowledge of the problem of 
mental illness, to separate his realistic 
evaluation of the employability of former 
patients from his culturally determined 
feelings—some unconscious—about mental 
illness. 

The professional workers involved in this 
committee program felt that in attempting 
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to make the many illnesses and many types 
of illnesses understandable to the lay group 
they tended to over-simplify explanations 
to the point of rendering them meaning- 
less. There was a frank admission on the 
part of the professional members of the 
committee, however, that in an effort to 
shield the employers from some of the more 
difficult problems or the more disturbed 
patients they overlooked the intelligence 
and perceptiveness developed by the lay- 
men. It was not unusual to have employers 
raise the very points being avoided. 

What has a year’s experience indicated 
about the significance of the X factor? The 
series of unknowns affect a clear statement 
of goals for such a citizens’ committee. First 
of all, it is clear that you cannot ignore 
these unknowns. If they are not dealt with 
head-on they will appear in hidden forms. 
Secondly, meeting them head-on will help 
such committees as the employment plan- 
ning committee reach an understanding of 
the limits of the committee’s ability to miti- 
gate the total problem. 

Against these negative notes, what did 
the employment planning committee ac- 
complish the first year? 

First of all, we dramatically learned the 
areas in which we have to seek more an- 
swers—and by “we” I mean laymen and 
professional workers alike. It is an impor- 
tant factor in the functioning of the em- 
ployment planning committee that we 
learned this fact in the tradition of democ- 
Tacy—a cross-section and interdisciplinary 
exchange of ideas and information that 
brought new awareness to all involved. 

The fact must be accepted that the em- 
ployment planning committee (even thou- 
sands of employment planning committees 
across the country) is not going to answer 
the problem alone—but it is one approach 
and an important approach. When such 
a committee is established, it seems essential 
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that its members understand as early as 
possible the tremendous expanse of the 
problem, and reach an understanding of 
their niche in fighting it. The facts and 
problems have to be discussed, and the 
limitations of the approach, or the com- 
mittee members can become overwhelmed 
by the size of the challenge and never be 
able to see the real contributions they can 
make. 

Employers and professional workers alike 
agreed that the essence of the employment 
planning committee is that it is a “foot 
in the door.” It is not just a foot into 
an individual employer's office; because the 
committee has really involved, very deeply, 
a group of persons representative of the 
community, we have an ever-widening 
group eager and anxious to help find the 
solutions. Further, this is a group that 
will be willing not only to help find the 
solution to the “employment” problem per 
se—but to the whole range of problems 
which community leadership must deal 
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with relative to mental illness. As a be- 
ginning recognition of this, our committee, 
which for the first year used the presenta- 
tion of a patient as its main educational 
media, is now well on its way toward search- 
ing for other effective educational means 
which might involve even broader commu- 
nity participation. Again, this step seems 
indicative of the maturation process 
achieved among committee members dur- 
ing the first year of the program. 

In addition, the committee has unques- 
tionably proved a vital bridge between the 
professional workers and the laymen of the 
committee and community. 

If we can keep in focus that such a 
committee accomplishes a tremendous 
amount if it does nothing more than pro- 
vide another type of bridge between the 
patient, the professional worker and the 
community, we can see a tremendous value 
in and a widespread continuing need for 
similar committees in all cities of the 
country. 


? 


ELLIOTT McGINNIES, Pu.D. 


The role of mental health films 


in community discussion groups 


The idea that motion pictures may be ef- 
fective modifiers of opinions, attitudes and 
beliefs is rather widely held and has a re- 
spectable history. Peterson and Thur- 
Stone + were among the first to show a rela- 
tionship between exposure to films and 
attitude change, although their conclusions 
have not been accepted without consider- 
able reservation by other investigators in 
this area.? In general, the persuasive power 
of the motion picture seems to depend upon 
a number of factors, including the type of 
film, the number of films employed, and the 
age and background of members of the 
target audience. Nevertheless, the efficiency 
and economy with which films may be em- 
ployed in reaching mass audiences have re- 
sulted in their widespread use for purposes 
of education and indoctrination. The al- 
most universal appeal of the “movies” lends 
further attractiveness to this method of 
mass persuasion. 

In the field of mental health education 
there is an acute need for communication 
techniques that will not only be effective in 
imparting information or modifying atti- 


tudes but will also have sufficient appeal to 
attract audiences. The sound film seems to 
meet these requirements, and consequently 
a large number of films dealing with vari- 
ous types of problems in the general area 
of mental health have been produced and 
distributed. These are generally shown to 
interested groups composed of students, 
parents and educators. A frequent pro- 
cedure is to follow presentation of the film 
with group discussion of the film and re- 
lated topics. Such discussions may be led 
by a qualified professional person or, in 
some instances, by a layman who holds a 
position of leadership in the group. 
Despite optimism in professional circles 
concerning the probable effectiveness of 


Dr. McGinnies is associate professor of psychology 
at the University of Maryland. 


1R. C. Peterson and L. L. Thurstone, Motion Pic- 
tures and the Social Attitudes of Children, New 
York, Macmillan, 1933. 


2¥. Fearing, “A Word of Caution for the Intelligent 
Consumer of Motion Pictures, Quarterly of Film, 
Radio, Television, 6(2, 1951), 129-42. 
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these procedures in effecting more desirable 
attitudes toward mental health among typi- 
cal audiences, little research has been done 
until recently to evaluate this assumption. 
Under the impetus provided by the special 
grants section of the National Institute of 
Mental Health, the author and his co- 
workers are nearing completion of a 4-year 
program of study into the role of mental 
health films in community discussion 
groups. As a corollary to this main task we 
have also evaluated the effects of films in 
groups that were not afforded an opportu- 
nity for discussion of the films. Extension 
of the research into the effects of films upon 
opinions and beliefs about mental illness 
has clarified some of the problems in this 
area. Systematic manipulation of the 
structure of some of our groups has yielded 
information concerning the interaction be- 
tween the attitudes of audience members 
and their reactions to such dynamic films as 
“The High Wall,” which attacks in forth- 
-right fashion the problems of group preju- 
dice. 

It is the purpose of this paper to outline 
some of the problems faced by the investi- 
gator in this area and to summarize some 
of the more salient results of our current 
research program. It is hoped that this in- 
formation will be useful to the many indi- 
viduals engaged in communications re- 
search who contemplate study of some of 
the aspects of persuasive communication 
that are described here. 


SOME METHODOLOGICAL 
CONSIDERATIONS 


Sampling problems. In the process of con- 
tacting groups to participate in the pro- 
posed research, it soon became apparent 
that our observations would necessarily be 
limited to certain economically and educa- 
tionally favored segments of the popula- 
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tion. PTA, child study and student groups 
were available for study in the suburban 
areas of Washington, D. C., but only the 
high school students could be said to ap- 
proximate a cross-section of the general 
public. The very fact of participation in 
adult groups formed for the purpose of self- 
education or public service in the mental 
health area reflects the selective operation 
of such factors as education, income and 
community leadership. Those persons, on 
the other hand, who probably have the 
most need for enlightenment about mental 
health are the least likely to spontaneously 
join groups engaged in this type of activity. 
Techniques for engaging the cooperation 
of such unaffiliated individuals in research 
programs of this type have yet to be de- 
veloped. 

On the average, our group members 
could be described as women in the age 
range from 30 to 50, having one to four 
children, and enjoying an annual family 
income of around $6,000. A few of the 
groups contained some men. The educa- 
tional level of the participants ranged gen- 
erally from completion of grade school to 
some college training. Although the groups 
that we have studied cannot be claimed as 
representative of the population at large, 
they are probably fairly typical of the types 
of groups that undertake educational pro- 
grams in the field of mental health. Results 
obtained from such groups, therefore, can 
be assumed to represent the reactions to 
mental health films of similar individuals 
throughout the country who have viewed 
and discussed these films. 


Data collecting. In evaluating the role of 
mental health films in community groups, 
one is concerned with two principal fea- 
tures of this situation. The first involves | 
group reaction to the film as expressed in 
organized discussion, and the second is in- 


dividual reaction to the film as determined 
by the use of questionnaires. Each type 
of data has a certain unique value. Since 
discussions of these films are generally held 
as a means of stimulating mutual interest 
in mental health problems, analysis of the 
discussion process is essential in evaluating 
its actual usefulness for this purpose. Since 
not all members of the groups will par- 
ticipate in discussion, however, the reac- 
tions of some individuals to the film cannot 
be determined by observation of verbal be- 
havior. The effects of a film upon all of 
the audience members, whether or not they 
participate in discussion, can be assessed to 
some extent by the use of questionnaires 
and inventories. These can be adminis- 
tered both at the conclusion of the film 
and at the termination of the discussion to 
determine in what way, if any, the discus- 
sion has implemented the impact of the 
film. 

As Bales * has demonstrated, a group dis- 
cussion may be analyzed both for its “‘proc- 
€ss content” and its “topical content.” By 
“process content” is meant the dynamic or 
motivational features of group interaction 
revealed in the types of comments that are 
made. Analysis of this type evaluates such 
features of the discussion as solidarity, ten- 
sion, tension release, etc. “Topical con- 
tent,” on the other hand, refers to what is 
said in the discussion, that is, to the sub- 
stantive rather than the interpersonal na- 
ture of the comments that are made. Al- 
though both approaches are useful, the 
former tells us more about the group and 
the latter reveals more about the nature of 
the communication being discussed. 

Since we were interested in both of these 
descriptive categories, we arranged to tape- 


_ record the discussions to preserve all of the 


verbal material for analysis by several dif- 
ferent techniques. While certain non- 
verbal communicative acts are lost through 
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this method, it was felt that subjective judg- 
ments concerning these would be of limited 
value in systematic description of the dis- 
cussion situation. To preserve the natural- 
ness of the group setting all dicussions were 
held in the usual meeting places of the par- 
ticipating groups. The recording equip- 
ment was in place when the participants 
arrived and was arranged so as to be rela- 
tively unobtrusive. No effort was made to 
conceal the fact that the discussions would 
be recorded. All groups were informed of 
this procedure and the members were as- 
sured of anonymity. A method was de- 
vised, however, for recording the order of 
individual participations, so that we knew, 
for example, how many times a given per- 
son (identified by a symbol) entered the 
discussion and how much he said. This 
procedure made it possible to develop fre- 
quency distributions of verbal output in 
various types of groups and to match any 
individual's discussion comments with bio- 
graphical information previously obtained 
from him on a questionnaire. Some of the 
findings from our study of these relation- 
ships will be mentioned later. For a more 
detailed description of this methodology 
the reader is referred to an account pub- 
lished elsewhere.* 


Selection of films. The National Institute 
of Mental Health has published a selective 
guide of mental health motion pictures 
listing well over 100 such films. To obtain 
sufficient data about any particular film to 
support tenable generalizations, we included 
only nine different films in the research. 
These were selected on the basis of their 


8R. F. Bales, Interaction Process Analysis, Cam- 
bridge, Addison-Wesley, 1950. 

4E. McGinnies, “A Method for Matching Anony- 
mous Questionnaire Data with Group Discussion 
Material,” Journal of Abnormal and Social Psychol- 
ogy, 52(1956), 139-40. 
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relatively high usage as well as the fact that 
they represented two general topics of wide 
interest, namely, child and family relations 
and mental health problems. The films 
dealing with the child and family were 
“Your Children and You,” “Angry Boy,” 
“Meeting Emotional Needs in Childhood,” 
“Farewell to Childhood” and “Why Won't 
Tommy Eat?” The films concerned with 
mental health problems were “Breakdown,” 
“The Feeling of Rejection,” “The Feeling 
of Hostility,” and “The High Wall.” Ap- 
proximately 70 groups will have viewed one 
or more of these films at the conclusion of 
projects currently under way. 

Since the effects of these films upon opin- 
ions and beliefs about mental health may 
be a function of whether they are shown 
singly or as a series, this factor was investi- 
gated. Both large and small discussion 
groups were observed to determine whether 
audience size is a factor influencing indi- 
vidual responses to the films. Techniques 
were developed for describing the kinds of 
discussion resulting from different films, 
and the specific reactions of discussion 
group members to the films were summa- 
rized through content analysis of the dis- 
cussion protocols. 


Discussion leadership. One of the critical 
variables in the discussion situation is the 
role assumed by the discussion leader. In 
general, the leader can take one of two 
positions: he can be “directive” or he can 
be “permissive.” The directive leader sets 
the tone of the discussion by interpreting 
the film for the audience before inviting 
their reactions. He responds directly to 
questions and makes his own opinions clear 
on controversial issues that develop. A 
permissive discussion leader, on the other 
hand, avoids interpretation of the film to 
maximize the expression of conflicting in- 
terpretations by the group members. He 
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“reflects” questions back to the group for 
consideration rather than answering them 
himself, and he avoids dogmatic expression 
of his own opinions about problems that 
arise. 

In the results to be reported here, we 
have made consistent use of the permissive 
or non-directive type of discussion leader- 
ship. Our purpose was not to proselytize 
members of the participating groups with 
any particular set of mental health maxims, 
other than those subscribed to by the film 
producers. We were interested in the reac- 
tions of audience members to the films and 
to the discussion situation rather than in 
their response to a positive type of discus- 
sion leadership. 

Non-directive leadership can be achieved 
with relatively little difficulty and can be 
employed with a minimum of variation in 
different group settings. It thus has the 
dual advantages of being susceptible to 
systematic control and of evoking a high 
degree of spontaneous participation from 
members of the discussion group. The ef- 
fects of different types of leadership upon 
the discussion process are currently being 
examined, using a single film with groups 
having similar educational’ and economic 
backgrounds. 


EXPERIMENTAL FINDINGS 


Quantitative Measures 
of Discussion Behavior 


Distribution of verbal output. Of some 
importance, both theoretically and practi- 
cally, is the distribution of participation 
among the members of different types of 
discussion groups. While most human 
characteristics follow the so-called “normal” 
curve of distribution, this is not the case 
with behavior that is subject to certain ex- 
ternal limitations or constraints, It has 
been shown, for example, that where pres- 


sures toward social conformity exist, be- 
havior tends to be distributed in the form 
of an inverted-J, with most individuals fall- 
ing at one extreme of the curve. This type 
of distribution is also found in most discus- 
sion group situations, although the con- 
straints that operate are probably different 
from those underlying other J-functions. 
From verbatim transcripts of discussions 
in both large and small groups we have 
tallied the total verbal output as well as the 
number of discrete participations for all in- 
dividuals. In nearly all of these groups 
participation falls short of 100%. As total 
verbal output increases to 1,000 words dur- 
ing a half-hour period, the percentage of 
contributors falls off sharply as the higher 
frequencies are approached. Most of the 
discussants fall into the 100- to 600-word 
range. A high positive correlation exists 
between the number of times an individual 
speaks during a discussion and the total 
number of words he uses, so that for prac- 
tical purposes the number of participations 
rather than the number of words used may 
be taken as a measure of discussion activity. 
Having determined that verbal produc- 
tivity in most groups is best described bya 
J-shaped function, we became interested in 
possible determinants of this distribution. 
A biographical inventory designed for use 
in the project provided a number of predic- 
tor variables that could be validated against 
the actual verbal behavior of the discussion 
group members. Dividing these individ- 
uals into participants and non-participants, 
according to whether they had voluntarily 
contributed to group discussion, we deter- 
mined which of the biographical factors on 
the questionnaire differentiated between 
the two groups. It was found that two 
factors—education and leadership—were 
the most general and reliable predictors of 
participation or non-participation in group 
discussion. Reported in detail elsewhere,’ 
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this analysis suggests that the individuals 
most likely to participate in discussion en- 
joy a superior education and hold positions 
of leadership in various community groups. 


Spontaneity and recruitment. Two addi- 
tional measures of discussion behavior were 
developed as indices of certain temporal 
features of the discussion process. The ex- 
tent to which a discussion proceeded with- 
out dependence upon the discussion leader 
was defined as “spontaneity.” Quantifica- 
tion of this discussion attribute was accom- 
plished by taking the ratio of spontaneous 
to total comments during a given interval 
of time. Spontaneous comments were those 
which followed remarks by other members 
of the group, and non-spontaneous com- 
ments were those elicited by prompting 
from the discussion leader. In general, we 
have found that spontaneity is rather low at 
the beginning of a discussion and that it in- 
creases in linear fashion throughout the 
discussion period. While this trend is simi- 
lar in both large and small groups, over-all 
spontaneity is considerably greater in small 
groups. We also have evidence that groups 
composed of individuals with either posi- 
tive or negative attitudes toward the film 
under discussion display greater discussion 
spontaneity than neutral or disinterested 
groups.® 

In many discussion situations, it is con- 
sidered desirable to enlist the participation 
of as many group members as possible. It 
would be interesting, therefore, to know 
something about the rate at which previ- 
5E. McGinnies and W. Vaughan, “Some Biographi- 
cal Determiners of Participation in Group Discus- 
sion,” Journal of Applied Psychology, 41(1957), 179- 
85. 
6E. McGinnies and I. Altman, “A Statistical Ap- 
proach to Group Discussion Analysis,” Technical 


Report No. 8 submitted to the National Institute 
of Mental Health in May 1957. 
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ously inactive persons enter the discussion. 
Since our observational techniques enabled 
us to plot the exact time at which any indi- 
vidual group member spoke, we were able 
to determine the cumulative rate at which 
new participants were “recruited” into the 
discussion. For most groups recruitment 
proceeds as a negatively accelerated growth 
function, that is, new participants are added 
rapidly during the early stages of the dis- 
cussion and at a progressively slower rate 
as the meeting continues. In fact, discus- 
sion leaders may anticipate that halfway 
through the discussion practically all of the 
active participants will have been recruited; 
very few, if any, new discussants will be 
added after this time. 

Rate of recruitment also varies with the 
size and type of group. The rate is faster 
in small than in large groups, and the func- 
tion is steeper with groups that have well- 
defined attitudes toward the film than in 
groups that are neutral toward the film 
content. It should be noted that the re- 
sults described here were obtained with 
non-directive discussion leadership. It is 
conceivable that different types of leader- 
ship would affect all of the measures em- 
Ployed, and that participation, spontaneity 
and recruitment might all be systematically 
altered by employing, for example, a direc- 
tive leader. Conversely, these measures 
‘might be used as independent indicators of 
the type of approach used by the discussion 

_ leader. Perhaps certain dimensions of dis- 
cussion leadership could best be described 
in terms of these quantitative indices of 
group behavior. This, of course, remains a 
problem for future research, ' 


cal Report No. 5 (Part B), submitted to the Na- 
tional Institute of Mental Health in June 1955 and 
July 1956. 
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Qualitative Measures 
of Discussion Behavior 


Discussion content. While the measures just 
described have proved useful in detecting 
certain quantifiable differences among dis- 
cussion groups subjected to varying experi: 
mental conditions, they admittedly fail to 
probe one of the most important features of 
the discussion, namely, the topical content. 
Any evaluation of the effectiveness of a 
film as a stimulus for group discussion must 
include examination of certain substantive 
aspects of the discussion material apart 
from its statistical properties. The task of 
content analysis with data of this sort in- 
volves certain methodological hazards. Dis- 
crimination between topical categories in 
the verbal material studied requires con- 
struction of a reliable system for coding the 
selected verbal units. The more categories 
contained in such a system the greater is 
the probability of error, with a consequent 
reduction in the reliability of the coding. 
A small number of categories, on the other 
hand, promotes reliability but does so at the 
expense of sensitivity, 

As an initial attack upon the data we de- 
cided to adopt a limited number of content 
categories. From experience with a num- 
ber of groups and from careful examination 
of the discussion protocols it was apparent 
that individual comments were oriented 
about several main areas of interest. Dis- 
cussants seemed to direct their remarks 
ward (a) the film, (b) mental health prob- 
lems and concepts in general, and (c) per- 
sonal experiences with mental health prob- 
lems and concepts. A certain number of 
comments fell in none of these categories 
and were assigned to a (d) residual or mis- 
cellaneous classification,7 

As a coding unit we selected any utter- 
ance having a subject and a predicate, 
either explicit or implied. Use of this 


grammatical unit greatly simplified both 
the problem of defining the unit of analysis 
and of training observers to classify the 
units according to the categories adopted. 
Intercoder reliability using this system has 
consistently risen above .90. In addition, 
most of the discussion comments fell readily 
into one of the three categories, with very 
‘few being designated as miscellaneous. 

Results of this analysis have proved 
highly provocative with respect to the stim- 
ulus value of different films in the group 
discussion setting. Certain films, such as 
“Angry Boy,” provoke a majority of com- 
ments in the film category. The film, 
“Meeting Emotional Needs in Childhood,” 
on the other hand, stimulates a large num- 
ber of comments about mental health and 
personal experiences and relatively few 
about the film. Discussion of personal ex- 
periences tends to follow the film “Why 
Won't Tommy Eat?” Furthermore, these 
trends are consistent with different groups 
discussing the same film. It is clearly evi- 
dent that these films play different roles in 
the discussion situation when their impact 
is analyzed according to the general content 
of the ensuing discussion. This knowledge 
is potentially useful to discussion leaders, 
who can prepare to more effectively moder- 
ate the discussion according to the topics 
of concern most likely to arise. Film pro- 
ducers who intend a particular effect from 
a production might examine their material 
in light of the known effects of similar 
films already in use. 

Although we are not prepared to justify 
these assumptions in detail, we may venture 
a few hypotheses concerning the types of 
films that are associated with certain con- 
sistent patterns of discussion content. Dis- 
cussions appear to center around the film it- 
self whenever a central theme is exploited 
and where several main characters domi- 
nate the action. In films where mental 
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health concepts are presented through a 
series of unrelated episodes, or vignettes, 
audience attention is drawn away from the 
film itself and onto the general problems 
and principles that have been illustrated, 
The absence of a well-defined plot and de- 
tailed characterizations of the players seems 
to reduce focusing of discussion upon these 
aspects of the film. Finally, films which 
portray fairly common problems, such as 
those encountered in parent-child relation- 
ships, encourage audience members to dis- 
cuss their own experiences in these areas. 
This seems to be particularly true when 
the incidents are non-threatening in nature. 
Greater reluctance to discuss personal prob- 
lems is generated when the film deals with 
aspects of mental illness, although com- 
ments about general problems in this area 
are stimulated. 


Detailed content analysis of discussions. 
The method just described yields results 
that permit us to classify mental health 
films according to their main effects upon 
discussion content. From the point of view 
of those planning, producing and using 
such films, however, a more detailed analy- 
sis is needed, This task requires a method 
that is admittedly less objective and precise 
than that previously employed. It is one 
thing to code a remark as applying to men- 
tal health and quite another to determine 
exactly what is being said with reference to 
this general area. Nevertheless, a break- 
down of the recorded protocols was under- 
taken for the purpose of describing more 
completely the reactions of audience mem- 
bers to the several films used in the project. 

Preliminary work with the discussion ma- 
terial led us to formulate four additional 
categories of reaction to the film content. 
These were (a) adverse criticisms of the 
film, (b) commendatory remarks about the 
film, (c) questions about mental health 
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stimulated by the film, and (d) general 
topics of discussion raised by the film. An 
analyst reviewed the discussion protocols 
and recorded comments relevant to these 
four categories. Since each of the films had 
been discussed by at least two groups, the 
summaries of comments for the different 
groups that had viewed the same film were 
compared for basic similarities. A compos- 
ite picture of the reactions of several groups 
to a single film was thus generated in terms 
of the four response categories. This pro- 
cedure tended to eliminate reactions pe- 
culiar to a particular group and provided 
a sort of “average” description of group 
reactions to particular films. 

Obviously, this is not the place for a de- 
tailed review of the findings resulting from 
this analysis.8 However, the general method 
is suggested as useful for determining in 
fairly systematic fashion something about 
the response of community groups to films 
of this nature. While anecdotal reports of 
group reactions to mental health films are 
frequently obtained, their value is mitigated 
by the variations in observer reliability that 
must be expected under such uncontrolled 
conditions. As an example of the type of 
summary information that may be obtained 
by systematic inspection of exact protocols, 
the report on discussant reactions to the 
film “Breakdown” is presented, 


BREAKDOWN (sound, 41 minutes) 


Produced by the National Film Board of 


Canada and released by McGraw-Hill in 
1951. 


The film was adversely criticized on these 
points: 
1. It did not indicate the 


causes of the 
girl’s illness. 


® Technical Report No. 6, prepared by Richard 
Page and submitted to the National Institute of 
Mental Health in June 1956. 
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2. It presented an unrealistically modern 
and progressive mental hospital. 


Commendable aspects of the film: 

1. It was forceful and impressive. 

2. It presented the various types of hospital 
treatment in an understandable manner. 


These questions appeared consistently in 
the discussion: 

1. How could this girl’s illness develop so 
far without being noticed? 

2. What should a person do when someone 
he knows suddenly starts going insane? 

3. What is the difference between “mental 
breakdown” and “nervous breakdown"? 
4. How do you know when certain symp- 
toms forecast serious mental illness? 


Group leaders may expect discussion of 
these areas: 

l. The origins and symptoms of schizo- 
phrenia. 

2. Public reactions to mental illness. 

3. The functions of the social worker. 

4. Factors which hamper the effectiveness 
of mental health facilities, 


None of the films was free from criticism; 
neither did the groups fail to find com- 
mendable aspects of each production. One 
observation of possible interest to film dis- 
tributors is that obsolete settings and cos- 
tumes were immediately commented upon 
in most of the discussions, College stu- 
dents are Particularly cognizant of any de- 
Viations from contemporary styles, and the 
effects of outmoded settings upon these 
groups include much hilarity and scoffing. 
The message of the film can be substantially 
mitigated by such distractions as this. Con- 
temporary audiences are accustomed to the 
lavishly produced films of Hollywood, as 
well as to Professionally detailed television 
offerings, and they expect the same techni- 
cal quality in educational films. For this 


reason, it might be advisable to withdraw 
mental health films from circulation when 
they become obviously dated and to replace 
them with current and improved versions. 

Several informal observations of group 
reactions to the films are worth mentioning, 
even though these are implied in the con- 
tent analyses. For one thing, relatively 
sophisticated audiences, such as those found 
in child study groups from upper middle- 
class neighborhoods, engage in considerable 
“psychologizing” in response to the films. 
Many individuals in such groups are fam- 
iliar with such concepts as repression, dis- 
placement, adjustment, emotional matur- 
ity, psychosomatics, etc., and they tend to 
use these terms freely, albeit somewhat in- 
accurately, in discussion. It thus becomes 
imperative in most instances that the dis- 
cussion leader have at least a working 
knowledge of these concepts. Another tend- 
ency of our discussants was to request in- 
formation beyond that presented in the 
films regarding the dynamics underlying 
the various behavior problems that were 
illustrated. In “Breakdown,” for example, 
a major portion of the discussion focuses on 
the origins and symptoms of schizophrenia. 
Our group members agreed almost unani- 
mously that the film was greatly at fault 
for not presenting the causes of the prin- 
cipal character’s mental illness, and they 
devoted much time to speculation about 
possible reasons for the episode. Without 
a clear mandate from the film, audience 
members tend to believe that inherited 
weaknesses of some kind predispose indi- 
viduals to such illness. 

A similar type of discussion tends to en- 
sue from the film “Angry Boy.” The par- 
ticipants examine in detail the personality 
dynamics of all of the family members por- 
trayed in the film, expressing not only their 
own theories but any psychological insights 
to which they have been exposed. It should 
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not be assumed that the bulk of such specu- 
lation is erroneous; on the contrary, the 
members of upper-level groups display con- 
siderable facility in discussing elementary 
principles of human relations. They do 
not minimize the seriousness of the prob- 
lems presented nor do they offer simple and 
easy solutions. For this reason, perhaps, 
they expect the films to provide more di- 
agnostic explanation and to prescribe 
courses of actions that will avoid difficulties 
similar to those dramatized. 


OPINION CHANGE RESULTING 
FROM VIEWING AND DISCUSSION | 
OF FILMS 


Although our initial concern in this re- 
search focused upon the discussion situa- 
tion, we were not unaware that the ulti- 
mate goal of film-discussion programs is to 
bring about not only an increasing aware- 
ness of the importance of mental health 
problems but also greater knowledge of cer- 
tain basic psychological principles relevant 
to this area. Consequently, we devoted 
some time to the construction of an instru- 
ment for measuring opinions about mental 
health problems and concepts and to the 
use of this inventory with groups that had 
viewed varying numbers of films under dis- 
cussion and non-discussion conditions. 
Through pre-testing and item-analysis of 
a number of statements relating to mental 
illness, Smith ® selected 47 items with which 
respondents could indicate agreement or 
disagreement along a 5-point scale. This 
mental health opinion inventory was given 
to 12 staff psychologists at the University 
of Maryland to establish the direction of 


— 
°C. G. Smith, “Communicating Mental Health In- 
formation in Community Discussion Groups,” un- 
published M.A. dissertation, University of Maryland, 
1956. 
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professional judgment on each item. Sub- 
sequent scoring of the questionnaire was 
then done in accordance with the expressed 
opinions of these “experts.” Following are 
examples of the types of items used: 


It is better not to discuss a mental illness 
as one would a physical illness. 


Few of the people who seck psychiatric 
help need the treatment. 


An employer should avoid hiring someone 
who has been in a mental hospital. 


Nervous breakdowns are due to overwork. 


Two experimental procedures were de- 
signed to test the effectiveness of mental 
health films, employed singly or in a series, 
in influencing the responses of viewers to 
the items on the inventory. In the first 
study a series of three films was shown to 
adult community groups composed largely 
of women of middle and upper-middle class 
standing. Two such groups, of approxi- 
mately 15 members each, viewed and dis- 
cussed the films “The Feeling of Rejec- 
tion,” “The Feeling of Hostility” and 
“Breakdown” at bi-weekly intervals. Two 
comparable groups saw the same three films 
under similar conditions, except that no 
discussions were held. 
The results of this study, which are re- 
“ported in detail elsewhere,19 showed that 
significant shifts of opinion in the direction 
of greater sophistication about problems of 
mental illness occurred in both sets of 
groups. The hypothesis that greater opin- 
ion change would occur under discussion 
than under non-discussion conditions was 
not confirmed. Two control groups, which 
simply responded to the questionnaire be- 
fore and after a 6-week interval, showed no 
change in their mean scores. It was con- 
cluded, therefore, that a series of three films 
dealing with mental illness are effective in 
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modifying opinions in this area and that 
discussion of the films does not enhance the 
measurable effects. 

It was possible, of course, that a single 
film might have had an equally salutary ef- 
fect upon opinions about mental illness. 
It was also conceivable that one of the three 
films in the series was responsible for mos 
of the influence effect. A second experi- 
ment was designed to test these possibilities, 
Six more community groups were formed, 
comparable in all important respects to 
those previously observed. Three of these 
groups each viewed and discussed one of 
the three films used in the prior study. The 
remaining three groups saw the same films 
without discussion. The mental health 
opinion inventory was administered ap- 
proximately four weeks prior to the experi- 
mental sessions and again immediately 
afterward. 

Analysis of the questionnaire data showed 
no difference in opinion change under dis- 
cussion as compared with non-discussion 
conditions. Only one of the six groups 
moved significantly in the predicted direc 
tion, and this was composed of individuals 
who had seen but had not discussed “Break- 
down.” The overall effects, however, lead 
to the conclusion that a single mental 


no measurable effect, 
note that the failure 


10E. McGinnies, R, Lana and C. G. Smith, “The 
Effects of Sound Films on Opinions about Mental 
Illness in Community Discussion Groups,” Journal 
of Applied Psychology, in press. 


to augment the influence process argues for 
the ability of the films to stand by them- 
selves, so to speak. It should be empha- 
sized, however, that group discussion can 
be justified on grounds other than that of 
promoting opinion change. There was 
noticeable discontent among the members 
of the non-discussion groups in both stud- 
ies; they were eager to exchange reactions to 
the films after having viewed them. In ad- 
dition, evidence from another phase of the 
project indicates that while the immediate 
persuasive effects of a film may be no greater 
in discussion than in non-discussion groups, 
delayed measurement shows less attenua- 
tion of opinion change among the members 
of groups that have discussed the film. 


ATTITUDE AS A FACTOR 
IN THE INFLUENCE PROCESS 


The average person probably does not go 
out of his way to be exposed to persuasive 
communications that run counter to his 
particular beliefs and prejudices, although 
certain situations may force him into such 
contacts. Audiences who elect to attend 
films and lectures may be presumed to con- 
sist of individuals who are in general agree- 
ment on the issues to be presented. In 
other situations, of course, where contro- 
versial matters are presented for group con- 
sideration, differences of opinion frequently 
lead to lively debate. The difference be- 
tween these two types of settings might be 
illustrated by a political rally, which only 
like-minded partisans are likely to attend, 
and a school board meeting, where inflam- 
matory issues such as integration may arise. 

It seemed likely, therefore, that predic- 
tion of the effects of a persuasive film upon 
audience members would rest in part upon 
knowledge of the attitudinal dispositions of 
the recipients. A priori reasoning led us to 
suspect that the reactions of group members 
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who are in disagreement with a film mes- 
sage would differ measurably from those of 
individuals who share the viewpoint taken 
by the film. Several variations in group 
structure, with respect to existing attitudes, 
are possible. The group may be composed 
of persons who are relatively homogeneous 
in their attitudes and opinions; or the 
group may consist of persons with differing 
attitudes, with the balance of opinion either 
being evenly divided or so distributed as to 
favor one faction or the other. Our inves- 
tigations have led us to examine both of 
these general possibilities, and some inter- 
esting findings have emerged with reference 
both to the discussion process and to atti- 
tude change under the influence of a mental 
health film. 

Control of group structure is difficult to 
achieve when studying community groups. 
Since the group members have volunteered 
for participation in the discussion sessions, 
the imposition of restrictive experimental 
conditions is seldom well received. To 
work in a setting where adequate controls 
could be exerted over the major variables 
of the experiment, Mitnick 1 secured the 
cooperation of two high schools. Twelve 
experimental groups, each composed of 
nine high school students, viewed “The 
High Wall,” after which six of the groups 
held discussions of the film, while the re- 
maining six returned to their classes with- 
out discussion. An additional six groups 
served as controls and were simply given 
questionnaires at predetermined intervals. 
All of the groups were formed on the basis 
of scores obtained by the members on a 
slightly modified form of the California 
ethnocentrism scale, which had been ad- 


L. L. Mitnick, “Influencing Ethnocentrism in 
Small Discussion Groups through a Film Communi- 
cation,” unpublished Ph.D. dissertation, University 
of Maryland, 1956. 
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ministered to over 400 students. On the 
resulting distribution of scores (which was 
nearly symmetrical), cut-off points were es- 
tablished to designate individuals who were 
high, medium or low with respect to ethno- 
centric disposition. Within each category 
of ethnocentrism, nine individuals were as- 
signed randomly to each of three condi- 
tions: film-discussion, film-alone and con- 
trol. This was done for each of the par- 
ticipating schools, so that a total of 18 
groups, including control, took part in the 
experiment. 

Members of the film-discussion groups 
representing high, medium and low degrees 
of ethnocentrism were given 30 minutes in 
which to discuss the film and related issues. 
The group members were free to partici- 
pate in the discussion or not, and the dis- 
cussion leader assumed a permissive, or 
non-directive, role. At the conclusion of 
the discussion, the subjects again answered 
the E-scale. The members of the film-only 
groups viewed the film under comparable 
conditions but did not engage in discussion 
of it. The control groups responded to the 
Escale at the same times as the experi- 
mental groups but without any intervening 
exposure to either the film or a discussion. 

All members of the experimental groups 
were tested both for amount of factual ma- 
terial learned from the film and for evi- 
dence of attitude change, as shown by post- 
treatment scores on the E-scale. One month 
following the experimental treatments, all 
of the groups were readministered the E- 
scale, and the groups that had viewed the 
film under either discussion or non-discus- 
sion conditions were also given the informa- 
tion test. 

The major findings of this study may be 
summarized as follows: 


1. Members of both the film-discussion and 
film-alone groups showed significant reduc. 
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tions in ethnocentrism after viewing the 
film. For the tolerant subjects this effect 
was greater in the discussion than in the 
non-discussion groups. Attitude change 
among the prejudiced individuals, however, 
was less in the discussion groups than in the 
film-alone groups. Opportunity for discus- 
sion apparently detracted from the effects 
of the film by allowing these persons to re- 
affirm the ethnocentric convictions that 
they held originally. 


2. The stability of attitude change was also 
related to the experimental conditions. 
Members of the discussion groups, when 
tested one month later, had largely retained 
their post-treatment gains, while members 
of the film-alone groups had regressed sig- 
nificantly toward their original position. 
Even the passive, or non-participating, 
members of the discussion groups showed 
greater persistence of attitude change than 
members of the film-only groups. 


3. The amount of information learned 
from the film was related to initial attitude. 
Those individuals who were initially low in 
ethnocentrism learned more from the film 
than those high in ethnocentrism. In addi- 
tion, it was found that the subjects who vol- 
untarily participated in discussion had 
learned more about the film than those who 
did not participate. 


4. The amount of factual information 
learned from the film after a l-month in- 
terval was related to initial attitude. The 
tolerant subjects achieved the highest re- 
tention-of-information scores; the preju- 
diced subjects obtained the lowest scores. 


„From analysis of tape-recordings of the 
discussions, it was apparent that the dis- 
cussion process reflected rather dramatically 
the attitudinal composition of the groups. 
The extreme individuals, those either high 
or low on the E-scale, generated the most 


active discussions measured in terms of sheer 
verbal output. The low E (tolerant) stu- 
dents held the liveliest discussions, the high 
E (prejudiced) students were next, and the 
middle E (neutral) students were least ac- 
tive in this respect. Measures of sponta- 
neity and recruitment showed similar 
trends, with a positive attitude (either toler- 
ant or prejudiced) leading to greater spon- 
taneity of discussion and more rapid enlist- 
ment of participants into discussion. 

It is apparent from this investigation that 
the existing attitudes among members of 
homogeneous groups are factors determin- 
ing the amount learned from a film, but 
that attitude change may be generated ir- 
respective of such predisposition. Group 
discussion is more effective for persons fav- 
orably disposed toward the film content and 
also results in greater stability of attitude 
change. The discussion process itself re- 
flects the attitudinal structure of the groups. 
We are currently engaged in a project de- 
signed to measure the effects upon both at- 
titude and discussion behavior of “The 
High Wall” when shown to groups com- 
posed heterogeneously of persons with vary- 
ing degrees of ethnocentric bias. 


SUMMARY AND CONCLUSIONS 


There is little doubt that mental health in- 
formation is of vital concern to millions of 
persons; the statistics on the incidence of 
first admissions to mental hospitals attest 
to this fact. Dissemination of knowledge 
about mental health principles, however, 
cannot be undertaken with complete con- 
fidence until we have reached a more sat- 
isfactory definition of “mental health.” 
Investigation into the more commonly ac- 
cepted beliefs of individuals in this area is 
currently under way in several research 
centers. It may be expected that with con- 
tinuation of such inquiry into the convic- 
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tions of the average person about child- 
rearing practices, child and family relations, 
mental illness and related topics we will be 
able to approach the matter of rectifying 
popular misconceptions in more systematic 
fashion. Until more information along 
these lines is available we can only employ 
the most effective means at our disposal for 
communicating current professional opin- 
ion on mental health problems and con- 
cepts. Certainly one of the most useful and 
economical vehicles for this purpose is the 
sound motion picture. 

Although modest in scope and execution, 
the research efforts reported here indicate 
that evaluation of the role of mental health 
films in community discussion groups is 
both feasible and instructive. The discus- 
sion process itself is susceptible to rather 
precise description through a variety of 
techniques. Analysis of the pattern of indi- 
vidual participation in group discussion re- 
veals significant differences in the biograph- 
ical characteristics of active as opposed to 
passive members. Certain basic questions 
concerning the contribution of a group dis- 
cussion to opinion change under the impact 
of one or more films have been raised 
through observation of groups under dis- 
cussion and non-discussion conditions. 
Finally, the interactive effects of discussion 
and initial attitude have been studied in 
groups of known attitudinal structure. The 
results of these research efforts have in- 
creased our understanding of this particular 
type of persuasive situation and have sug- 
gested a number of avenues for further 
investigation. 

Involving, as it has, both theoretical and 
applied aspects, the research conducted 
under this special grant has afforded the in- 
vestigators an opportunity to examine cer- 
tain aspects of group behavior under nat- 
uralistic settings and to test hypotheses that 
transcend the usual laboratory situation. 
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As usual in exploratory research of this 
nature, we have raised more questions than 
we have answered. The summary presented 
here, however, may be of value both to 
those committed to educational efforts in 
mental health and to those contemplating 
research in this important field. 
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PSYCHIATRIC NURSING 


By Ruth V. Matheney 
and Mary Topalis 


St. Louis, C. V. Mosby Co., 2nd ed., 1957, 259 pp. 


According to the preface to the first edi- 
tion, “This book is written for the present 
and is intended for students in basic schools 
of nursing during the transition period that 
psychiatric nursing is undergoing.” 

The student nurse is presumably having 
clinical experience in psychiatric nursing 
in the special unit of a general hospital or 
in a mental hospital as an affiliating student. 

The preface to the second edition retains 
the scope, purpose and organization of the 
first, with some additions which present ex- 
planations of therapies being developed in 
the treatment of mental patients. 

The subject matter is divided into units 
that develop logically from Chapter 1, 
which describes the nurse’s role in the men- 
tal health program, through nursing care 
of patients with various types of behavior 
disturbances. 

Unit 1 presents the evolution of person- 
ality, the psychoanalytic theory of person- 
ality development and deviate patterns of 
behavior. The importance of the nurse in 
therapy, her personality and ability to un- 
derstand and accept her own capabilities 
and limitations, is well established. 

Unit 2 establishes the principles of psy- 
chiatric nursing. Acceptance of the patient 
with his problems and an understanding of 
his need is the basic theme developed. 

Units 3 and 4 consider functional devia- 
tions and behavior disorders due to organic 
factors, along with the nursing care in- 
volved. Therapies involving major nursing 
responsibility, as they are being employed 


with mental patients, include insulin and 
electroshock treatment, psychosurgery, nar- 
coanalysis, prolonged narcosis, hydrother- 
apy and the tranquilizing drugs. 

The value of this presentation is not lim- 
ited to student nurses. All members of the 
therapeutic group might find the informa- 
tion interesting. 

Unit 5 has special value for all nurses 
and others meeting problem personalities. 
Alcoholism is a major social economic and 
health problem. Dependence upon alcohol 
as a problem solver, a protection from emo- 
tional trauma or a method of forgetting un- 
pleasant reality is “considered a symptom 
or a disease and may be either.” Nursing 
care and rehabilitation methods are pre- 
sented. 

Nursing care of patients who depend on 
drugs is a subject that has important impli- 
cations for the nurse in her professional 
work and as an individual. Drugs also 
provide escape or support in times of stress 
for the emotionally unstable. The various 
drugs involved and methods employed to 
liberate the addict are considered, along 
with the appropriate nursing care and sup- 
port through adjustment. 

References follow each chapter. The 
items suggested are timely and inclusive-— 
Mary E. Corcoran, Brooklyn, N. Y. 


EDUCATION AND 
MENTAL HEALTH 


By W. D. Wall 


New York, Columbia University Press, 1956, 347 pp. 


This book is a unique publication in that 
it is the result of a conference of experts in 
the field of mental health but is by no 
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means just a symposium of their views. In 
1952 sixteen representatives of member 
states of UNESCO spent several weeks in Paris 
studying an extensive series of documents 
previously prepared concerning mental 
health of children. In addition to these 
conference participants, several experts 
from unesco and many short-term consult- 
ants were employed in the project so that 
it can be said that over 100 persons were 
involved. The book itself was prepared by 
W. D. Wall and one gets the impression 
that excellent work has been done in put- 
ting together the results of the conference 
and presenting an integrated discussion of 
a very important subject. Furthermore, the 
book is written in rather simple non-techni- 
cal language so that it can be used by par- 
ents and by teachers as well as by experts 
in the field. 

The central idea behind the organization 
of the conference was that “the balanced 
development of the individual, intellectu- 
ally, emotionally and socially, is now con- 
stantly threatened by the disturbance of 
community values owing to the two wars of 
which Europe has been the theatre.” It 
should be said also that it represents the 
growing recognition that the task of schools 
can no longer be confined to the training 
of the mind. The school must share with 
other agencies of society not only in trans- 
mitting the cultural heritage but in incul- 
cating values, ideals and modes of behavior. 

The coverage of the book is ambitious in 
nature in that it discusses mental health 
from the standpoint of the family, school 
and community. In the material concern- 
ing the school the entire area from pre- 
school through the adolescent period is 
included. 

Certain definite points of view are pre- 
sented, but one gets the impression that the 
conference recognized the fact that com- 
plete answers are not available for many of 
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the problems of mental health. Remedies 
are suggested, but in a modest way so that 
the reader will realize that answers differ 
according to conditions. Many of the ideas 
are not revolutionary; they have been 
known for some time. On the other hand, 
it would certainly cause a revolution in so 
ciety if these ideas could actually be put 
into practice. 

The book recognizes the mutual depend- 
ency of factors in society. For example, in 
the chapter entitled “Some Unsolved Prob- 
lems” it is recognized that individuals are 
dependent upon many of the values and 
modes of control organized by society. At 
the same time the book places proper 
weight upon the contribution which the in- 
dividual must make toward the develop: 
ment of societal values of good will and 
international understanding. 

In connection with the work for the 
training of teachers, considerable emphasis 
is put upon practical relationship between 
teachers and pupils in this training in op- 
position to a course of education based upon 
theory and study of textbooks. It is inter- 
esting that support is given to the idea that 
teachers may be made effective in the field 
of mental hygiene without the amount of 
“general education” which is at present ad- 
vocated in the United States, In a period 
of teacher shortage it may well be that re- 
search will be needed in discovering the 
most valuable courses which a teacher, who 
cannot take the prescribed amount of edu- 
cation before entering the classroom, should 


have. 


The bibliographies following each chap- 
ter are extensive and wide in coverage. 
Naturally, they will be of less value to 
teachers in the United States than to teach- 
ers in Europe because many of the authors 
are Europeans and language difficulties will 


result—Dr. R. L. West, Trenton State 
Teachers College. 


CHALLENGING GIFTED CHILDREN 


By Jack W. Birch 
and Earl M. McWilliams 


Bloomington, Ill., Public School Publishing Com- 
pany, 1955, 49 pp. 


SOLVING PROBLEMS 
OF PROBLEM CHILDREN 


By Jack W. Birch 
and Edward H. Stullken 


Bloomington, Ill., Public School Publishing Com- 
pany, 1956, 44 pp. 


RETRIEVING THE 
RETARDED READER 


By Jack W. Birch 


Bloomington, Ill., Public School Publishing Com- 
pany, 1955, 32 pp. 


REACHING THE 
MENTALLY RETARDED 


By Jack W. Birch 
and Godfrey D. Stevens 


Bloomington, Ill, Public School Publishing Com- 
pany, 1955, 44 pp. 


HANDWRITING FOR 
LEFT-HANDED CHILDREN 
By Luella Cole 


Bloomington, Ill., Public School Publishing Com- 
pany, 1955, 17 pp. 


These five booklets, which vary from 17 to 
49 pages in length, are included in a series 
designed: to give practical suggestions for 
“teaching exceptional children in every 
classroom.” Jack W. Birch, director of spe- 
cial education in the Pittsburgh schools, is 
the sole or major author of four of them. 
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The psychological principles on which 
these four books are based are, as they 
should be, essentially the same. They re- 
flect a conventional, somewhat conservative 
and practical orientation. The following 
list of paragraph headings, quoted from the 
booklet called Solving Problems of Problem 
Children gives the essence of the authors’ 
psychology: Behavior is Symptomatic, Be- 
havior is Purposive, Cases Must Be Treated 
on an Individual Basis, Consistency and 
Continuality are Necessary, Attitudes are 
Important, The Total Situation Must Be 
Known, Example is More Important Than 
Precept, Normal and Abnormal Behavior 
Must Be Differentiated, Friends Are Impor- 
tant, Case Records Must Be Kept, Integra- 
tion Is Necessary, and Spiritual Growth is 
Necessary. 

In the general discussion of the principles 
and in the many practical applications in 
these booklets one finds an allegiance to the 
more widely accepted views of “functional” 
psychologists. There is a conservative use 
of psychoanalytical and organismic ideas, 
but the basic structure is essentially eclectic 
and cautious. The booklets reflect concern 
with “moral and spiritual values.” “‘Chil- 
dren must learn that the force of religion 
... is a powerful force for keeping life good. 
Teachers who are concerned about the 
spiritual life of their pupils do much to... 
solve their problems... .” “Children learn 
more by example than from precept.” 

These booklets were written primarily to 
give teachers practical suggestions for deal- 
ing with the various types of exceptional 
children. The suggestions seem to be di- 
rected to teachers working in a typical pub- 
lic school in what is probably the most 
prevalent type of curriculum. They are 
predominantly suggestions for establishing 
fruitful working relationships with the in- 
dividual child and his parents, for securing, 
within reasonable limits, desirable materials 
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and equipment, and for moderate modifica- 
tions and expansions or “enrichment” of 
the teaching activities. 

There is little in the way of suggestions 
for extensive revision of the curriculum for 
the special groups. 

The booklets abound in recommenda- 
tion for particular tests and appraisals, 
group and individual activities and proj- 
ects, discussions, admonitions and incen- 
tives. These are, in the main, clearly and 
definitely described, and practicable in a 
typical school. They portray, in brief and 
concrete form, practices now employed by 
the “better” teachers in the “better” typical 
schools. For the less experienced or less 
informed or less expert teachers, the book- 
lets will be intelligible and valuable. 

The suggestions are really very similar 
basically for each of the four types of “ex- 
ceptional children,” but the emphasis varies 
considerably. The booklets devoted to the 
retarded reader and the mentally retarded 
will appear to give primary emphasis to the 
basal skills and subject matter, whereas the 
booklet for “gifted children” shows a far 
greater concern for music and the arts, 

practical and scientific projects, and the 
like. Many educators would insist that the 
activities sketched for the gifted are even 
more seriously needed by the handicapped. 
The reviewer would therefore offer the sug- 
gestion (to which the publisher will cer- 
tainly not object!) that most of the sugges- 
tions for each type of “exceptional” child 
are equally applicable, with modifications, 
to the others and that the teacher should 
read them all. The booklet on “problem 
children” describes a good, practical ap- 
proach to all children, 

The booklet called Handwri 


tin Left- 
Handed Children by Luella tates 


Cole is com- 


* Geneva Mathiasen, ed., Criteria for Retirement, 


New York, G. P. Putnam’s Sons, 1953, 
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pletely and clearly practical. In 17 pag 
she describes in detail how to teach handi 
writing to left-handed children with a mini 
mum of theory, except in the form o 
statements concerning “why” a particular 
practice is desirable. This booklet is the an: 
swer to the prayer of the busy teacher who i 
puzzled by this problem.—Artuur I. Ga 
Teachers College, Columbia University. 


FLEXIBLE RETIREMENT; 
EVOLVING POLICIES AND 
PROGRAMS FOR 
INDUSTRY AND LABOR 


Geneva Mathiasen, ed. 
New York, G. P. Putnam’s Sons, 1957, 226 pp. 


In the belief that the solution of emplo 
ment and retirement problems is one of the 
most serious economic and social challeng 
of our times, the National Social Welfare 
Assembly's committee on the aging, together 
with McGregor Fund, has devoted some five 
years to the accumulation of facts, opinions 
and experience pertinent to the fundame 
tal issue: How best to utilize the skills of 
older workers for their own benefit and 
the good of society. Flexible Retirement 
is a report of the second phase of this sp 
cial project; the first phase was reported iñ 
a companion volume to this recent publica: 
tion entitled Criteria for Retirement.* 

Flexible Retirement is a summary of the 
reports of four technical committees which 
considered job requirements and perform 
ances, job modification and redesign, pre 
ventive health maintenance and rehabilita 
and administration of flexible 


States, only about half of which stipulate 
retirement at a fixed age in their plans. 
This analysis includes statements on the 
several patterns of flexibility in existing 
programs, the difference that age may or 
may not make in performance, job flexibil- 
ity as one element in the success of flexible 
retirement, and the economics of flexible 
retirement as estimated at this time. There 
is also an excellent discussion of employee 
relations based on a review of the attitudes 
of unions and workers, the usefulness of 
preparation for retirement programs and 
the public relations facet of retirement, 
which is already beginning to assume gen- 
uine importance for both management and 
unions. 

While no definitive recommendations 
are reached, owing to the current lack of 
any substantial or systematic longitudinal 
studies or recording, the findings of these 
committees support the conclusion of the 
Arden House Conference on Retirement 
held in 1952 to the effect that flexible re- 
tirement plans are “economically sound 
and socially desirable.” 

For those with more than an academic 
interest in this complex subject of increas- 
ing personal and economic importance, 
there is an excellent although brief bibli- 
ography, followed by valuable appendices 
giving the details of the retirement plans 
of some seven companies.—OLLIE A. RAN- 
DALL, Community Service Society of New 
York. 


ELEMENTS OF A COMMUNITY 
MENTAL HEALTH PROGRAM 


Frank G. Boudreau and 
Ernest M. Gruenberg, eds. 


New York, Milbank Memorial Fund, 1956, 226 pp. 


A stocktaking of community mental health 
activities was the theme of a 2-day meeting 
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of experts sponsored by the Milbank Mem- 
orial Fund. The reports of this conference 
constitute the contents of this publication. 
On each of four major topics—‘Raising the 
Level of Mental Health in the Commu- 
nity,” “The Primary Prevention of Mental 
Disorders,” “Services for People with Men- 
tal Disorders: Early Diagnosis and Treat- 
ment Services” and “Services to People with 
Mental Disorders: The Rehabilitation of 
the Mentally Il”—a working document 
was prepared in advance of the meeting, 
Then, elaborating the subject, a number of 
competent students of each topic prepared 
extensive papers. The consolidation in this 
book of the working documents, the pre- 
pared papers and the record of the subse- 
quent group discussions gives a full picture 
of the current state of mental health activi- 
ties in the community. The publication 
provides an excellent overview of the state 
of mental health consultation to a number 
of community services such as child health 
protecting agencies, public health nurses, 
family agencies and schools. 

The list of authors includes such psychi- 
atric dignitaries as Drs. Robert H. Felix, 
Jules V. Coleman, Gerald Caplan, Paul V. 
Lemkau and the late Thomas A. C. Rennie. 
Other participants in the conference were 
fully as distinguished. 

In the section on early diagnosis and 
treatment services, there is an exciting dis- 
cussion led by Dr. Arne Querido of Am- 
sterdam, who describes the mental health 
program in that city. This service for com- 
munity psychiatric emergencies points to a 
new and bold attempt to deal with mentally 
ill people in their homes. Other presenta- 
tions, equally as interesting, make this 
symposium an extremely helpful one to 
readers seeking a review of expert opinion 
on the development of community mental 
health programs.—Epwarp Linzer, Na- 
tional Association for Mental’ Health. 
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ANNUAL REVIEW OF PSYCHOLOGY, 
Volume 7, 1956; Volume 8, 1957 


Paul R. Farnsworth 
and Quinn McNemar, eds. 


Palo Alto, Annual Reviews, 1956, 1957. 448 pp. 
502 pp. 


Expressly designed for psychologists “en- 
gaged in teaching and research, and whose 
background knowledge of the subject is al- 
ready well-established,” the Annual Review 
of Psychology provides an excellent refer- 
ence resource for mental health workers 
who are not psychologists but who maintain 
an active interest in recent research devel- 
opments in and around their fields. 

The 1956 Annual Review is divided into 
16 sections, the 1957 volume into 18, each 
prepared by a recognized specialist in the 
form of an essay-review of the year’s out- 
put of books and papers in his particular 
category, followed in each instance by a 
bibliography of works mentioned in the 
text. The bibliographies range from 45 to 
more than 200 entries. Each section is 
written with noteworthy compactness. The 
contributors, in making critical evaluations 
of the research claims and findings of their 
colleagues, often take pains to state clearly 
their own biases. 

Of special interest to the mental health 
worker are the sections in both volumes on 
abnormalities of behavior, psychotherapy, 
counseling, social psychology and person- 
ality. Both volumes also include sections 
on industrial psychology, assessment, statis- 
tical methods, physiological psychology and 
comparative psychology, along with sections 
on specific sense organs. The 1956 Annual 
has an interesting review of the research 
literature on gerontology (later maturity), 
superseded by one on special disabilities 
(psychological factors in bodily deformities 
and handicaps). The 1956 volume has a 
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section on child psychology, significanti 
changed to developmental psychology il 
the 1957 Annual. 

Both volumes have comprehensive aj 
thor and subject indexes. 

This valuable series of psychological 
views should be better known and mon 
widely used in the mental health field 
Abert DeutscH, Washington, D. C. 


ANXIETY AND MAGIC THINKING 
By Charles Odier 


New York, International Universities Press, 1956. 
302 pp. 


American psychiatry is fortunate to ha 
this interesting and stimulating contribit 
tion on anxiety. The work of the lal 
French-Swiss psychiatrist, Dr. Charles Odieh 
has been unfamiliar to many English-speak 
ing psychiatrists and those interested i 
emotional health because he wrote it 
French. We are therefore most indebted o 
Drs. Schoelly and Sherfey for their careftll 
translation, and for their choice of thi 
particular work. 

Odier demonstrates his familiarity will 
the principles of modern psychiatry ane 
analysis as well as a special knowledge ® 
the concepts of Piaget. While the bod 
reads well, it is not light reading. Indeét 
it deserves careful scrutiny; there are mall] 
interesting passages which illustrate thi 
depth of thinking of the author. f 

Odier appreciates thoroughly many % 
the currently accepted origins of anxietf 
and presents a great deal of interesting ca% 
material in outlining his ideas. 

This book is to be recommended fo 
every serious student of dynamic psychi# 


try.—Henry P. Laucuun, M.D., Chevy 
Chase, Md. 


THE CHILD AND HIS WELFARE 
By Hazel Fredericksen 


San Francisco, W. H. Freeman & Co., 1957. 2nd ed. 
364 pp. 


The purpose of this book, the second edi- 
tion of The Child and His Welfare, as 
stated by the author “is to give a broad 
view of the field of child welfare and to 
suggest approaches for the worker in this 
field.” In the preface the author indicates 
that “about three-quarters of the current 
edition represents changes and additions 
designed to bring the book up to date and 
to make it more complete and more useful.” 
Unfortunately, the writer is not familiar 
with the first edition, and could not obtain 
a copy for perusal at this time. Lacking 
first-hand knowledge from which to make a 
comparison of the two editions, one must 
assume that the objectives for this second 
edition, as presented by the author have 
been fulfilled. 

The Child and His Welfare is divided 
into eight parts with a varying number of 
chapters in each of these parts. The chap- 
ters in turn are divided by subheadings in 
a fairly typical textbook style. At the end 
of each chapter there is also a supplemen- 


tary reading list of books pertaining to the. 


topic under discussion, although these lists 
do not seem to include many of the more 
recent books in the field. 

Part One contains two chapters, the first 
of which is entitled “Growth and Develop- 
ment of the Child,” the second “The Field 
of Child Welfare.” In some ways these 
chapters might be considered introductory 
to the more detailed discussion in the rest 
of the volume. 

Part Two deals with the history of child 
welfare work, examines the national inter- 
est in the needs of children, discusses how 
these needs are being met, and lastly surveys 
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in a general way the agencies which con- 
tribute to and carry out the current public 
or private child welfare programs. 

More specific topics related to various 
types of welfare needs and programs for 
children are dealt with in Parts Three and 
Four. These topics include discussion of 
health and school programs; the part reli- 
gion and recreation play in child develop- 
ment; employment protection for the young 
worker; guardianship and delinquency. 
To the writer there appeared to be a cer- 
tain amount of confusion in the individual 
chapters in that the author seemingly se- 
lected general headings for the various sec- 
tions and then divided these into individual 
chapters. Some of these chapters could 
have been placed equally well under a dif- 
ferent section heading. There is little, if 
any, progression from one chapter to an- 
other. The understanding of information 
in any one chapter is not necessarily con- 
tingent upon material in the foregoing 
chapters. 

In general, the author shows basic under- 
standing of the philosophy underlying so- 
cial casework as it is practiced in child 
welfare agencies today. An obvious at- 
tempt is made in more than one instance 
to call upon authorities in the field of 
children’s work. The writer was particu- 
larly impressed with the material in the 
subheadings “Child Guidance Clinics” and 
“Growth of Mental Hygiene Work,” in 
which the author has borrowed heavily 
from other literature in the field. It can- 
not be known whether or not this would 
be equally true for other material in this 
volume with which the reviewer is less 
familiar. 

Part Five, entitled “Substitute Care,” is 
perhaps the most detailed and comprehen- 
sive of all of the sections in this book. In 
this section it is stated that “Neither the 
institution nor the foster home should be 


429 


regarded as the only form of care. Changes 
in the child’s needs or his situation may 
necessitate interchangeable use of both 
forms. The focus, in every case, must be 
kept on serving most adequately a child 
who is under the care of the agency.” It 
is particularly gratifying to note that the 
author gives recognition to the concept both 
of foster home care and institutional care 
for children and acknowledges that there 
are some children, as well as some parents, 
who need and can profit most by the type of 
service offered in a resident setting, even 
though for most children foster home care 
is considered preferable. 

The sixth section, “Unmarried Parent- 
hood,” is sympathetically written and the 
author seems to have good understanding 
of the underlying philosophy in social wel- 
fare programs which ‘serve the best inter- 
ests of children born out of wedlock. 

Part Seven, “Need for Special Services,” 
includes discussion of services needed by the 
child who is gifted or limited intellectually, 

_ the child who has a mental or psychological 
handicap, or one who has certain physical 
handicaps such as deafness or a visual prob- 
lem. No attempt is made, however, to con- 
sider other types of physical handicaps. 
The other chapter under the heading of 
“Need for Special Services” pertains to chil- 
dren in rural areas and to the sociological 
problems conimop to the rural community 
and also considers the need for special pro- 
grams for children in rural communities. 

The final section deals primarily with 
welfare programs for children in general 
and the participation of volunteers in these 
programs. Recognition is given to certain 
public welfare programs in individual 
states including Alabama, Indiana, Missis- 
sippi and New Hampshire, as well as to 
some specific private agency programs, 
The book concludes with a consideration 
of what is happening to children the world 
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over. In this concluding chapter the au- 


thor presents in very concise form the 


thinking brought out at specific meetings 
at the international level, such as the text of 


the Declaration of Geneya and the work of _ 


the United Nations Children’s Fund. 

As indicated by the author, this volume 
is intended primarily to be used as a text- 
book for the college or university under- 
graduate level. It has merit as a book 


which gives in capsule form a general pic- 


ture of child welfare services and programs 
as currently practiced in the United States, 
The author also expresses in the preface the 
hope that this book might be of value to a 
wider reading audience such as interested 
individuals seeking general information re- 
garding the child welfare field. It seems 
to the writer, however, that the general 
plan and layout of the book make it more 
appropriately a textbook for the under- 
graduate student—Maryjorre R. LANDIS, 
D.S.W., Lehigh Valley Guidance Clinic, 
Allentown, Pa. 


PSYCHOLOGY OF ADOLESCENCE 
By Arthur T. Jersild 
New York, Macmillan Company, 1957. 438 pp. 


This is a useful book for parents, youth 


workers, teachers and adolescents them- 
selves. It is written in a warm and per- 
sonal manner, yet it sacrifices none of the 
scientific, analytical approach to the study 


of adolescent development and behavior. 


It is highly readable and yet profound, en- 
joyable and yet demanding of critical study 
and insight. 

In this reviewer's opinion, as a textbook 
it will be especially welcomed by teachers 
of adolescent psychology who are interested 
in guiding students to a thorough under- 


standing of objective facts and findings — 


about adolescence and at the same time 


motivate them to face the personal impli- 
cations of the emotional or inner life of the 
adolescent for themselves. 

Jersild states that “each person has 
within himself a laboratory in which he 
can, to some degree, test for himself the 
meaning and implication of what has 
been found in the study of others.” He 
stresses that the participant-observer’s ap- 
proach to learning is more important than 
that of the spectator-observer who stresses 
the scientific, scholarly, factual approach 
to an understanding of adolescents. 

This idea is not new in the writings of 
Professor Jersild. Beginning with Jn Search 
of Self, introduced into the 4th edition of 
Child Psychology and expressed again in 
When Teachers Face Themselves, the idea 
that understanding others begins with an 
understanding of self is a central and com- 
pelling theme. 

The reader is forthrightly introduced to 
this idea in the chapter entitled “The Place 
of Adolescence in the Life Span.” Here 
Jersild discusses the issues facing ado- 
lescents. The goals of physical, mental and 
emotional maturity, progress toward voca- 
tional responsibility, increased capacity for 
tolerating aloneness should provoke inquiry 
Into the reader’s own unachieved or aban- 
doned goals. The overview of the decisions 
of adolescents (including education, voca- 
tion and mating), areas of stress which Jer- 
sild calls economic and sexual unemploy- 
Ment, as well as contending forces arising 
from the culture and adult confusion also 
remind the adult and student reader of 
decisions that have, or would have if faced, 
enhanced or threatened his own maturity. 

The book actually carries the reader 
along simultaneously on two tracks. One 
draws heavily on the studies and insights 
of developmental psychology. A student 
could not read this book without accumu- 
lating facts and theories about the physical, 
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emotional, social and mental development 
of adolescents. He has a rich store of 


. charts and graphs and the benefit of schol- 


arly interpretation of important, pertinent, 
recent studies to aid objective understand- 
ing. This reviewer studied over a dozen 
recent texts and found Jersild’s inclusive 
of all and more of the usual facts concern- 
ing norms of behavior along with descrip- 
tions of comparative studies of physical and 
mental growth. Principles of growth and 
development are more than adequately 
documented with authoritative evidence. 
The bibliography is extensive and inclusive 
of published studies and books and un- 
published doctoral dissertations. 

The second track which concerns the in- 
ner life of the adolescent—the implications 
of objective evidence of development for 
his feelings and attitudes toward himself— 
carries the reader into a “feelingful under- 
standing” of adolescence. And herein lies 
the uniqueness and greatness of this book. 

In supporting his excursion into the in- 
ner self of the adolescent Jersild derives evi- 
dence from the fields of psychotherapy and 
psychoanalysis. He also introduces into 
the mainstream of thought the view of the 
meaning of selfhood as considered in ex- 
istentialist philosophy, particularly by Til- 
lich. In Chapter 2, entitled “The Growing 
Self,” he defines the self and sets forth the 
conditions of self development. Then in 
four succeeding chapters on emotional de- 
velopment he discusses the roles of love, 
affection, joy, anger, hostility, fear and anxi- 
ety in the experience of adolescence. He 
more than adequately develops the idea 
that “the emotionally mature adolescent is 
not one who simply has learned to be 
prudent in controlling his emotions, but 
one who has the freedom to draw upon 
his emotional capacities. 

There are excellent chapters on social 
relationships between the adolescent and 
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his peers, members of the opposite sex and 
adults. Phoebe Overstreet contributes a 
well-documented chapter on vocational de- 
velopment which stresses the psychological 
aspect of choice and adjustment. One 
other unusual contribution to a book of 
this kind is the chapter called “Adolescent 
Fantasies, Daydreams and Dreams,” which 
reveals a reservoir of material depicting the 
rich imaginative life of the adolescent and 
its relevance to a growing concept of self 
and adjustment to life. 

The philosophy of this book is well stated 
in the last chapter and is commended along 
with the rest of the book: “The more real- 
istically the adolescent accepts himself the 
more he will be free to build upon the 
strengths he possesses to face his weaknesses 
and limitations, and to yenture into the 
possibilities that lie before him. There is 
still much in his development that is un- 
completed, yet his life has a quality of 
greatness, for each person is great to the 
degree that he draws upon his potentialities 
for growth.”—Jeanne L. Note, City Col- 
lege of New York. 


CHILDREN AND OTHER PEOPLE: 
ACHIEVING MATURITY 
THROUGH LEARNING 


By Robert S. Stewart 
and Arthur D. Workman 


New York, Dryden Press, 1956. 276 bp. 


The authors of this book have attempted 
to present “in concise form material that 
is basic for both pre-service and in-service 
teachers” about personality development, 
child and adolescent development, develop- 
mental problems, child learning, influences 
of groups and influences of adults. To do 
this in 256 pages is quite a job indeed! 
Stewart and Workman state their point 
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of view as follows: “The human organism is 
complex, and the principles of its organiza- 
tion are as yet only partially known to us; 
but the organism does have organization, 
and it is capable of change.” No one in the 
field of social science would disagree with 
this orientation, and yet how often is it 
ignored at the action level! Stewart and 
Workman have undertaken the task of re- 
ducing (or should one say expanding?) a 
point of view to concrete specific actions for 
teachers and for parents. 

The book is divided into seven sections, 
each of which can be used separately and 
read as an entity. Part One is devoted to 
infancy and early childhood; Part Two is 
on the elementary school years; Part Three 
discusses adolescence; Part Four is on edu- 
cational psychology; Part Five on discipline; 
Part Six on the problem child; Part Seven 
on the adults around the child. Such an 
organization makes the book very easy to 
read and to browse. 

The style of writing used should cause no 
difficulties, even for the under-college stu- 
dent, and yet there is no feeling of the au- 
thors’ having written down for the sake of 
creating a dual purpose book—professional 
and trade. Dryden Press has assisted the 
authors by producing a book which is a 
delight to the eye. 

In their writing Stewart and Workman 
make much of the theories of Freud and 
Lewin. They select that which they feel is 
pertinent to the case in point. It is an in- 
teresting merger of Freud’s concepts of de- 
velopment and Lewin’s views of social in- 
teraction. From these points of view they 
weld together recommendations for those 
who work with children. 

Rarely does one encounter a research 
study to bolster theory and practice, and 
herein lies a weakness in the book. It is 
painfully true that research with children 
has too often been at the ethereal level 
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where it builds only the ego of the re- 
searcher. But we have progressed further 
than this volume would imply. True, Stew- 
art and Workman set out to cover great no- 
tions about children and how they live and 
learn in a few pages, so something had to 
go. Maybe many a reader will agree that 
their selective processes were functioning as 
they should have been. Luckily for us, 
they did retain their gifted suggestions on 
how to live with children. 

This small book packs a real wallop in 
its last section, “The Adults Around the 
Child.” This section more than justifies its 
writing. It is readily apparent that Stewart 
and Workman have had much experience 
with children. 

They write with real affection and under- 
standing. Their recommendations are re- 
plete with specific examples and are skill- 
fully tied to broad human relations and 
mental health principles and yet there are 
no “how-to” manual weaknesses. 

This book is commended to the parent 
and the teacher and other adult who works 
With children, It is not in its best environ- 
ment as a text—G ENN R. HAWKES, Depart- 


ment of Child Development, Iowa State 
College, 


MENTAL HYGIENE IN 
ELEMENTARY EDUCATION 


By Dorothy Rogers 
Boston, Houghton Mifflin Co., 1957. 497 pp. 


This book, Leonard Carmichael says in his 
introduction, is much more than a program 
or the prevention of neurotic and psy- 
chotic States in childhood or in adult life. 
It is rather intended as a constructive ap- 
Proach to the whole activity of early educa- 
tion and to the consideration of the many 
ae that may be employed to develop 
ealthy personalities in each child. The 
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teacher who studies it will learn what is 
known today of the ways in which the posi- 
tive attitudes and habits that are basic to 
normal, happy living can be fostered.” 

Miss Rogers herself describes the goal of 
the book as “to help the elementary school 
teacher and teacher in training achieve a 
sound working philosophy of mental hy- 
giene in every phase of the educative proc- 
ess.” But if such a working philosophy is 
to be a sound one, she says, the teacher 
must have some understanding of the gen- 
eral principles that explain the growth of 
personality, the reasons for maladjustment, 
and the paths by which the maladjusted in- 
dividual can be brought back to mental 
health. 

Major sections of the book deal succes- 
sively with the mental health of the child, ` 
mental health and the school, the mental 
health of the teacher, and evaluation. 

At the outset two contrasting teachers are 
described: 

Miss A prides herself on the fact that the 
children learn when they are in her grade. 
There is no foolishness here. She means 
business and every child knows it. There is 
a prescribed curriculum and it is going to 
be covered—and mastered. If lessons are 
not prepared one must miss a play period 
or stay after school. There is little time 
for frills like parties or field trips or games. 
“I am a 6th-grade teacher and I am going 
to see to it that my children know the 6th- 
grade work,” Miss A tells her friends. 

Miss B, on the other hand, maintains a 
relaxed atmosphere in her classroom. Edu- 
cation is not a do-or-die proposition, but 
fun—in the sense of deep satisfaction from 
genuine achievement. Facts are learned, of 
course, but often simply as a by-product of 
a group project or field trip. Miss B is just 
as concerned about Johnny’s finding a place 
in the group as she is about his finding the 
answer to a problem in fractions. She does 
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not keep him in from play when he does 
not meet some academic standard; she be- 
lieves play is an important part of the 
curriculum, too. She wants children to 
become acquainted with books, to be sure. 
But she believes that learning is more effec- 
tive when she remembers that the learner is 
a person. 

What is the essential difference between 
Miss A and Miss B? Simply this: Miss A’s 
teaching is centered on the subject matter, 
Miss B's is centered on the child. 

Teachers should know, Miss Rogers in- 
sists, what the mentally healthy individual 
is like. Admitting freely that the answer is 
not a simple one, that no single list of 
traits constitutes the mentally healthy in- 
dividual, she lists certain characteristics that 
most well-adjusted people have in common: 
“Satisfactory relationship to self, satisfactory 
relationship to society, ability to deal with 
problems, ability to adapt, positive satisfac- 
tion from emotions, an effective way of 
life.” 

Miss Rogers is careful to say that “well- 
meaning teachers with a smattering of psy- 
chiatric information can do a good deal of 
damage,” and gives illustrations to prove it. 
What she hopes is that her book will help 
teachers to understand how learning affects 
mental health, and how mental health af- 
fects learning; how essential it is to realize 
that the outlines of personality are defined 
early in the child’s life, that the early ele- 
mentary school years are of surpassing im- 
portance for the right kind of development, 
and that the teacher is usually the only 
adult person besides the parent who is in 
constant contact with the child. 

Above all, the author of this book insists 
on the necessity for teachers to understand 
the basic assumptions underlying a sound 
mental hygiene approach—that all behavior 
is caused and that the causes of behavior 

are complex. She says: 
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“Education is concerned with mental f 
health because learning is a necessary tool } 
to attainment of sound emotions, and the 
condition of one’s mental health either aids 
or obstructs learning. Elementary school | 
years are especially crucial to adjustment, 
because the outlines of personality are de- 
fined early. Moreover, the educative proc 
ess, as it often functions, involves hazards 
which are circumvented by the mental hy- 
giene approach. The teacher's role is espe- | 
cially important because she is the only 
adult with professional training in dealing 
with children’s problems who has constant 
touch with the child. While the effect of 


the teacher’s own mental health is uncer- 


tain, it is generally agreed that it is easier 
for the well adjusted teacher to make her 
pupils happy.” 

In a closing section of her book Miss | 
Rogers stresses the need for “a sound philos- | 
ophy” underlying the work of teaching. | 
“This philosophy,” she says, “must in each f 
teacher's case be unique, reflecting her own | 
individual needs, capacities and experi- 
ences; but it should possess at least four | 
basic elements—the willingness to accept f 
her own responsibilities as a teacher; the } 
realism to acknowledge the limitations of 
her position; the will and courage to cope 
with problems; and the intelligence to move | 
in the direction of worth-while goals. She 
concludes: “If the teacher is to assist the 
child to realize his fundamental needs in 
socially acceptable ways, she must have a 
sound philosophy of mental hygiene. This 
means, first of all, consciousness of her own f 
vital responsibilities as the only adult in f 
the child’s daily environment with profes 
sional training in the rearing of children. | 
Nevertheless, in her zeal to help children, 
she must not lose sight of certain cautions. 
She should neither be overly emotional in 


her manner nor interpret mild upsets as f 


deepseated problems. Her basic approach 


~ must be the positive one of providing those 
' classroom experiences which will permit 
children to practice the behaviors required 
for happy, effective living.”—W. Carson 
Ryan, Chapel Hill. 


_ MARRIAGE 
By Earl Lomon Koos 


New York, Henry Holt & Co., 1957, rev. ed. 344 pp. 


In 1933 when the late Dr. Ernest R. Groves 
_ published Marriage, it was the first textbook 
_ designed specifically for college courses in 
Marriage education. Dr. Groyes had few 
_ guideposts other than his own experience 
in teaching. His book constituted a mile- 
post in the development of a new field of 
_ education which is now represented by cur- 
ticular offerings in the majority of colleges 
and universities in this country. The book 
_ also served directly or indirectly as a model 
for Many of the marriage texts which have 
Since been published. It was a useful book; 
this author used it as a text as early as 1934. 
But, being a first, it was jam-packed and 
Somewhat cumbersome. Many students 
i found it difficult reading. And, of course, 
It could include as content only what ex- 
_ Perience and research had made known up 
to that date. 
In 1958 Dr. Koos undertook to re-do 
Marriage. He pruned the tree, so to speak, 
added material, rewrote, simplified, clari- 
fied, introduced research findings unknown 
to Dr. Groves. The book that emerged was 
ele good one and was a Groves-Koos 
i Ee Now Dr. Koos has gone a step 
a er. The revised edition under review 
8 much more Koos -and correspondingly 
. any less Groves. The result is a first-rate 
Ook fully consonant with the present atti- 
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The book is directed to students who ex- 
pect to become participators in marriage 
and family life rather than to those who are 
seeking an analysis of the family as an insti- 
tuition. Its aim is to aid the student in 
building an adequate philosophy of mar- 
riage. To this end, the book presents vari- 
ous points of view. Yet the author is aware 
of the framework of values within which 
the student must live. The book is read- 
able. This reviewer shares the author's 
assumption when he states that he has “de- 
liberately kept from repeating a multitude 
of research findings of vital concern to the 
professional worker, but of little interest to 
the student whose focus is not upon the 
science but rather upon the art of living in 
marriage.” Pertinent research findings are 
included and there are useful charts. At 
the end of each chapter, there are a list of 
readings and topics for reports and a list of 
advanced readings. 

The book discusses such topics as mar- 
riage and the state, the physical and psycho- 
logical qualifications for marriage, court- 
ship and mate selection, adjustment in mar- 
riage, the sexual and economic aspects of 
marriage, religion, in-laws, children, di- 
vorce, marriage in a war-minded world, and 
growing old in marriage. It is sound and 
balanced.—Henry A. Bowman, University 
of Texas. 


THEY CRY FOR MERCY 
By Gene Janas 


New York, Vantage Press, 1957. 236 pp. 


The author, according to the blurb on its 
jacket, worked 14 months in a mental in- 
stitution, interviewed hundreds of patients 
and attendants, and studied thousands of 
case records before writing this book. With 
this experience and with a background of 
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several other “exclusive stories that resulted 
in exposure of corruption in high places, 
political and institutional, which eventu- 
ally brought about drastic public house 
cleaning,” he has attempted, with some suc- 
cess, to reveal his own compassion and anger 
with the plight of the mentally ill. 

He has also attempted to touch cogently 
and validly on what happens inside a men- 
tal hospital and what needs to be done for 
those hospitalized by the age-old scourge of 
mental illness. 

What a pity that he has failed. 

The title of the book, They Cry for 
Mercy, evoked in this reviewer the singular 
reaction of also crying for mercy, for the 
repetitious use of phrases and clichés, the 
overly dramatic choice of words and rather 
inane love sequences constitute a particu- 
larly runny frosting on a somewhat un- 
yeasty cake. 

Perhaps the victim of his own feelings of 
anger, the author rushes periodically into 
rather artificially contrived conclusions that 
not only are somewhat inarticulately 
phrased but also leave the reader unable to 
share in the conclusion, because of the lack 
of story or character development that 
would substantiate it. 

While there are both fictional and techni- 
cal deficiencies, including very real over- 
simplification of the nature of mental ill- 
ness, Mr. Janis, as an experienced reporter, 
may be of the opinion that this is the kind 
‘of story-telling that appeals to the man on 
the street (whoever he is). Even if this ap- 
proach to the problem of the hospitalized 
mentally ill were successfully and tellingly 
done, there is the underlying question as to 
whether a book that is self-styled as one 
that will “tear your heart out,” that is a 
“graphic throat-tightening revelation” and 
that has but three characters in the entire 

story who have any common sympathy or 
humanity for the sick with whom they work 
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actually contributes constructively to the 
broad cause of mental health today. 

Certainly there are things in most of our 
mental institutions that we would deplore, 
Mr. Janis touches on many of these. But 
just as certainly in most of our institutions 
there are developments that can be seen 
as progress, and these Mr. Janis misses com- 
pletely—Joun D. Lyman, New Jersey As 
sociation for Mental Health. 


EMOTIONAL ILLNESS: 
HOW FAMILIES CAN HELP 


By Karl R. Beutner 
and Nathan G. Hale, Jr. 


New York, G. P. Putnam's Sons, 1957. 158 pp. 


This book, written “as a practical guide to 
enable the family to establish and maintain l 
a happy and warm relationship with a rela- 
tive who is emotionally ill” fills a need that 
has long been felt. It should provide en- 
couragement and support to the family, and 
understanding to friends and neighbors. 
The book not only offers practical infor 
mation on procedures, which the family 
needs to know, but in the process it breaks 
down the sense of isolation that at such @ 
time overwhelms the family as well as the 
patient. Through simple and direct lan: 
guage and the use of a number of case his 
tories the relative of a patient begins t0 
understand and accept both his own feelings 
and the patient’s. The realization that onè 
family in five is confronted at some time 
with the problem of mental illness, that 
increasingly it is accepted as an illness that 
can be treated, from which many recover, 1 
bound to make it easier for the family t0 
seek early treatment for the patient and to 
accept its important role in his recovery: 
Emotional Illness is not a guide to psy’ 


y nor an explanation of psychological 
ries. However, it defines the role of 
rofessionals—psychiatrist, psychologist 
cial worker—and explains briefly the 
ngs of psychotherapy. The authors 
escribe the kind of situation that the 
ly can handle but stress the point at 
h the expert should take over. This 
‘of instruction, which has been avail- 
‘in first-aid manuals in relation to acci- 
s and so forth, has long needed to be 
out in the field of mental illness. 

The brief final chapter on recovery con- 
an inspiring description of the gains 
accompany a “psychological recov- 
—the patient “will be able to accept 
elf and hence be less tense and afraid 
he will be better integrated than before, 
er able to meet his own emotional needs 
the demands of living.” 

ae bibliography includes Edith Sterns’ 
l Illness: A Guide for the Family, re- 
in 1957 by the National Association 
Mental Health, which is a useful supple- 
t providing factual information and ad- 
lot stressed in this volume.—FRANCES 
HORNE, Connecticut Association for 
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Alt reports on the experience in the 
var decade of the Jewish Board of 
dans. An increasing interest in the 
of young children, the readiness of 
ts to seek help, and in mental health 
oted. By 1947 a change in focus of 
Ncy’s activities began to take place. 


rk, Jewish Board of Guardians, 1955, Mono- 
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A reorganization into three divisions—the 
child guidance institute, the division of 
community services, and the division of in- | 
stitutional services—was undertaken. Some 
of the community and preventive activities 
were given up and new emphasis was placed 
on methods in child guidance, training of 
staff, residential programs, experimentation 
in group therapy, and the study of child 
development. 

Recognizing that the delinquent was 
primarily a child in trouble, the board con- 
tinued its interest in child guidance. A 
review of referrals revealed children were 
being seen at earlier ages. The proportion 
of very young children increased steadily. 
A greater proportion of referrals was made 
directly by relatives, physicians and medical 
agencies than by community service agen- 
cies and courts. The duration of treatment 
more than doubled, probably indicating an 
increase in the severity of the problems. 

Agency practice was to distinguish diag- 
nostically several broad categories, Primary 
behavior disorders were characterized by an 
abnormal amount of aggressiveness. These 
included the rejected and unloved children 
who had not formed satisfying affectional 
relationships. Another group was made up 
of anxious children who were classified as 
neurotic. They had a too strict rather than 
a too lax superego. Increasing numbers of 
schizophrenic or atypical children were 
encountered. 

An important procedural decision was to 
place responsibility for direct treatment 
with the case worker. The psychiatrist 
functioned as a teacher. He established 
the limits of the therapeutic program and 
evaluated the treatment given. 

Group therapy was introduced by Samuel 
Slavson and major advances were made 
during the decade under review. It has 
become an established method in American 


_ psychiatry. 
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Because of the large group of young chil- 
dren encountered the Council Child Devel- 
opment Center was established for the study 
and treatment of preschool children. The 
value of intensive treatment for young chil- 
dren and their parents as well as the need 
for a close relationship between educational 
tools and therapeutic techniques were re- 
confirmed, 

During the last half of the decade under 
review the concept of residential treatment 
gained general usage. The program of the 
Hawthorn School was altered and new pro- 
grams were developed—the Stuyvesant Resi- 
dence Club, the Henry Ittleson Center for 
Child Research and the Linden Hill School. 
This was in recognition of the fact that 
under care by the agency were children 
whose problems were more complicated and 
were motivated by emotional rather than 
economic deprivation. 

‘Without arriving at a final opinion the 
agency is questioning whether protective 
services, oriented to child and community 
protection, can be provided in the same 
agency whose major program is one de- 
pendent on confidential, voluntary, cooper- 
ative relationships among parents and chil- 
dren and agency and one in which the 
primary condition for effective service is 
the fullest degree of confidence between 
parent and therapist. 

The book illustrates what can be learned 
through a thoughtful review of carefully 
Provided services. It teaches lessons in ad- 
ministration. The research interests of the 
agency and its sensitive response to com- 
munity needs are extended when ten years 
of experience and organizational changes 
are studied in retrospect. The book should 

be read by clinicians, mental health workers 
and professional and lay people concerned 
with the care of children.—J. FRANKLIN 
Rosinson, M.D., Children’s Service Center 
of Wyoming Valley, Pa. 
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PSYCHIATRIC ASPECTS OF 
SCHOOL DESEGREGATION 


By the Committee on Social Issues, 4 
Group for the Advancement of Psychiatry 


New York, Group for the Advancement of Psychi- 
try, 1957, Report No. 37. 95 pp- 


“Of course I'm open-minded! But nothing 
you could possibly say would change my 
mind!” i 

Most of us want to believe that we are 
open-minded and fair in our social beliefs, 
attitudes and actions. And many of us do 
succeed in achieving such a laudable state. 
~at least on some important issues. But 
each of us carries with us, in our adult life, 
the remnants of our own childhood. Dic 
tating to our current feelings, thoughts and ~ 
actions, as most of us know, are not only ` 
our more recently acquired points of view 
but a whole array of needs, tendencies, 
values, attitudes and wishes (often contra- 
dictory to each other) which stem from our ` 
earliest years and which, although much of | 
it has become unconscious, nevertheless de- 
termines how we currently react to signifi 
cant events in our lives, a 

When the Supreme Court ruled that pub- 
lic school racial Segregation laws were un- 
constitutional—and even before that ruling 
came—most of us were aware that here in- 
deed was a challenging issue. The call for q 
desegregation turned the spotlight on all 
America—the North as well as the South. 

For practically everyone the issue had 
some personal meaning. Unlike other nad 
tional questions, such as farm price sup- 
ports or tidelands oil, this issue magneti- j 
cally evoked conscious and unconscious 
Tesponses from all of us. 

By some, the court ruling was greeted 
with deep satisfaction or with an impatient 
“It’s about time!” Others, however, saw in 
ita Catastrophic error—or worse—an evil 


about our race relations. 
_ credo, in this respect, has too long been un- 
= matched by our practice. In the matter of 


“un-American” decision by a court that had 


_ departed from basic American principles. 


The multiplicity of individual reactions, 


~ the mixed motivations for joy, or concern, 
_ or anger are not surprising when we con- 


sider that in each of us innumerable com- 
binations of feelings and thoughts—derived 
from a variety of economic, social, racial, 
political and psychological orientations— 
powerfully pull and push us with an inten- 
sity and degree often out of all proportion 


| to the stimulating situation. 


As Americans we have long doubletalked 
Our democratic 


_ public schools, however, the Supreme Court 
finally said, in effect: From now on all our 
children are equal and will be treated as 
such. Desegregatel 

Realistically noting the major dimen- 
sions of this problem, the GAP report, 


_ written by some of our country’s leading 
_ Psychiatrists and social scientists, makes 
_ Some very sober observations. 
thoroughly, the psychological aspects in- 


It discusses, 


volved both by white and Negro citizens. 


| Tt examines the psychological harm that 
_ Segregation does to the individual—not 
_ nly to the Negro child and adult but also 
_ ‘© the members of the white segregating 
_ Sfoup as well. 


In similar fashion it ex- 
Plores the many details of harm done to 
the community and to our nation because 
of segregation. 

The report notes that since prejudice is 
a Symptom of some personality maladjust- 


_ Ment (superficial or deep) there is a risk of 

_ €troneously interpreting the situation by 

| ©ondemning all pro-segregationists as being 
abnormal psychologically. 


To conceive of segregation as patho- 
Se is, contributing to maladjust- 
a —is by no means to imply that all 
nose who believe in and advocate segrega- 
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tion are themselves maladjusted or other- 
wise psychiatrically abnormal. Obviously, 
many persons in the United States who are 
free from psychiatric disorders strongly 
favor segregation for many kinds of reasons. 
These range from desires for economic and 
political power, to sincere conviction that 
continued segregation is the soundest solu- 
tion to the problem of Negro-white rela- 
tions.” 

Obviously neither the demagogue nor 
those who deliberately pull the strings for 
segregation for political or economic gain 
will be much affected by the content of this 
report. Nor for that matter would this 
report have any positive effect upon those 
whose deep-seated prejudices serve as a de- 
fense against their own inner insecurities. 
Of these people, the report says: r; 

“There are a certain number of malad- 
justed, seriously insecure or anxiety-ridden 
people who are much more completely in 
the grip of prejudiced thinking than the 
average, and who need to retain their prej- 
udices to serve as defenses against their own 
inner feelings of lack of worth. From this 
group, on the whole, come the more irra- 
tional and violent denunciations and 
threats regarding the consequences of de- 
segregation. From a psychiatric point of 
view, the prejudiced attitudes of this group 
of segregationists reflect emotional disorder, 
for which the most appropriate remedy 
would be psychotherapy.” 

But if the demagogue and the unscrupu- 
lous manipulator and the deeply prejudiced 
individual is not reachable, who is left? 
The target for educational effort, then, is 
the pro-segregationist who sincerely be- 
lieves, out of his earnest thinking and per- 
sonal experience, that desegregation is 
dangerous. 

It is this group that the authors of the 
report feel can be helped. And this is by 
no means a small group. Nor are sincere 
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pro-segregationists geographically concen- 
trated—they live in the North also. Nor 
are they all white! Men and women in 
Massachusetts as well as Mississippi, doc- 
tors and ditch-diggers, teachers and tomato- 
pickers, preachers and pool-hall habitués, 
the college grad and his mother and dad— 
you, your neighbor and I—all of us may 
well be among the many who see desegrega- 
tion as a dangerous threat. 

And for those of us who are so trou- 
bled, the authors of the report feel opti- 
mistic that factual information can help 
us. They feel that since serious emotional 
conflicts are not dictating our conclusions 
we should therefore be able to perceive 
and rationally use facts in a mature fashion, 
‘They say: 

“IE such evidence can be brought to the 
attention of the socially-minded segrega- 
tionists, it should help to modify some opin- 
ions which are not too fixed by emotional 
conflicts and early conditioning. . . . For 
such people, reliable and informative re- 
ports of successful methods and results with 
desegregation elsewhere can help to modify 
misconceptions and disprove needless fears,” 

But who is to use the report? The report 
is addressed to the educator, at any level 
in the school system, the psychiatrist, the 
psychologist, the social worker, the physi- 
cian—and, perhaps most important of all, 
to the citizen-parent. 

The question is not: Shall we desegre- 
gate our public schools or shall we not? 
That question, from the point of view of 
ethics, psychology and democracy, was an- 
swered, affirmatively, long ago. The final 
answer, the legal one, has completed the 
full reply. 

The remaining question is therefore how 
shall we best proceed? How can we help 
ourselves and others break through ground- 
less fears and perhaps mildly irrational 
barriers? The answer, in a very great meas- 
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ure, will be found in this excellent and 


thorough-going report. It should be studied 
and discussed by all who desire to under- 
stand more about “man’s inhumanity to 
man.” And if our prejudices (which we all 
have in some degree) are not too deepseated 
—if they serve but a superficial need—the 
facts and implications for rational action 
contained in this volume, if properly used, 
will enable us and our neighbors to live a 
fuller, more meaningful life. 

Buy the book. Study it. Use it—Juxws 
SCHREIBER, M.D., Washington, D. C. 


MASTERY OF STRESS 


By Daniel H. Funkenstein, M.D., 
Stanley H. King, Ph.D., 
and Margaret E. Drolette, M.P.H. 


Cambridge, Mass., Harvard University Press, 1957. 
329 pp. 


Over the years Dr. Funkenstein and others 
have devised a number of testing procedures 


which proved valuable in the management | 


of psychiatric illnesses. In the studies de- 
scribed in Mastery of Stress these measures 
were expanded and applied to a group of 
125 Harvard undergraduate students. The 
results of this program should prove en- 
lightening and stimulating to all who are 


interested in the origins of psychiatric 


health and illness, 


No summary can convey a complete un- | 


derstanding of the work described in this 
volume; indeed, its impact depends in large 
Part on its tightly organized and scrup- 
ulously planned integration of enormous 
quantities of diverse information. All of 
the students were evaluated with clinical 
interviews, psychological tests and socio- 
logical studies. The subjects were then ex- 
posed at weekly intervals to three successive 
Stressful situations. The situations involved 
frustration of the individual either in 2 


problem-solving situation or when he at- 
tempted to recite a story rapidly while hear- 
ing a delayed feedback of his own voice. 
Observations were made of the subject's 
pulse, ballistocardiogram and emotional re- 
actions before, during and after the stress. 

The synthesis of this data indicated that 
individuals displayed characteristic patterns 
of coping with the initial acute stress. 
These were of three main types, each asso- 
ciated with its own physiological response, 
psychological test fiindings and social posi- 
tion. The patterns were descriptively la- 
beled anger-in, anger-out, and anxiety. 
When the patterns found in the individual 
stressful situations were viewed in sequence, 
however, a second set of patterns emerged. 
These were two: mastery of stress, associ- 
ated with diminishing intensity of physio- 
logical response, and failure in mastery of 
Stress, Each of these patterns in turn was 
associated with characteristic psychological 
responses and personality features. 

What the authors have succeeded in dem- 
onstrating, therefore, is the fallacy of the 
One-dimensional notion of “good and bad” 
kinds of reactions. Instead, in a controlled 
Situation individuals reacted in their own 
fashion. Whether in succeeding situations 
their method would be effective or not de- 
_ Pended on a second integrative dimension 
of personality—mastery of stress—which 
Seemed to be derived from other origins 
than the first dimension reaction-type. 
Such a demonstration of the greatest im- 
portance to psychiatry and should stimulate 
extensive reevaluation of oversimplified ex- 
Planations of human behavior. 

___ One cannot make an achievement of this 
_ Magnitude without any flaws. Serious lim- 
tations may be found in this work, some of 
Which are indicated by the authors. The 
_ linkage of the physiological data with epi- 
_ Dephrine and norepinephrine is, admit- 
‘edly, theoretical. In addition, it is difi- 
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cult to accept that the poles of human 
behavior are anger and anxiety, although 
these may have been the chief emotions 
found in the experiments. Finally, the 
emphasis on “mastery” may be premature; 
it would be unfortunate of we manage to 
eliminate oversimplification and value 
judgments at one dimension only to impose 
them on a second dimension. 

These qualifications, however pertinent, 
are only relative. The authors have syn- — 
thesized many viewpoints and many ob- 
servations. In doing so, they have estab- — 
lished a real foothold in a more advanced 
understanding of human behavior. All 
students of behavior will profit by their 
experience.—PETER F. Recan III, M.D., 
Payne Whitney Psychiatric Clinic, New 
York Hospital. 


SELECTED CONTRIBUTIONS 
TO PSYCHOANALYSIS 


By John Rickman, M.D. 
Compiled by W. Clifford M. Scott, M.D. 


New York, Basic Books, 1957, 411 pp. 


In these times, when all over the world one 
sees psychiatric treatment moving toward 
an emphasis on relationship-therapy, this 
compilation of John Rickman’s work is of 
an empirical value as a catalyst in this 
transition. 

As one reads these contributions, the 
sense of the fruitful struggle of the author’s 
lifetime work takes on dimension. For ex- 
ample, starting with a paper titled “Anal 
Eroticism” and other similar material indi- 
cating close adherence to the libidinal theo- 
ries of Freud to the latter part of the book 
dealing with such subjects as “The Role 
and Future of Psychotherapy within Psy- 
chiatry” and “The Factor and Number in 
Individual and Group Dynamics,” the 
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reader comes away with a keen appreciation 
of the talents and flexibilities that this man 
went through during his seemingly never- 
ending desire to continue his own growth 
and thinking. 

Further, after one puts down this book, 
the appreciation that this man’s thinking 
was leading him into what might be called 
characterilogical treatment seems to have 
emerged from the cocoon of the concept of 
depth therapy. Indeed, in the same vein 
the reader realizes that Rickman has in this 
book planted the seeds for the treatment of 
the character neuroses. 

This man’s courage to grow beyond the 
concepts of his training is grounds enough 
for those in the profession who seek not 
merely to improve psychiatric treatment 
with the use of different and new tech- 
niques but rather stirs the thinking of the 
therapist in his concepts of human psychol- 
ogy. 

Rickman’s comprehension and integra- 
tion of the allied fields of creativity of the 
arts and sciences as well as psychiatry’s as- 
sociation to education, including medical 
education, enabled him to give us one of 
the few clear and communicative exposi- 
tions on a subject that is too often marred 
by cliché thinking. 

The concise and clarifying discussion on 
group therapy is similarly illustrative of the 
questioning mind of the author. And of 
particular value is the perspective he brings 
to this subject in elucidating the differences 
between didactic, reassurance, companion- 
ate, confessional and analytic group ther- 
apy. 

It is indeed quite possible that this book 
may serve as a jumping-off point for stu- 
dents of human psychopathy as they con- 
tinue in their own endeavors to further 
their knowledge of this subject —CornELIUS 
Beukenkamr, M.D., New York City. 
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THE CARICATURE OF LOVE, 
A DISCUSSION OF SOCIAL, 
PSYCHIATRIC AND LITERARY 
MANIFESTATIONS OF 
PATHOLOGIC SEXUALITY 


By Hervey Cleckley, M.D. 
New York, Ronald Press, 1957, 319 pp. 


The general impression that one gathers in 
reading this book is that homosexuality is 
on the increase. This, of course, is an im- ; 
pression, and with the possible exception 
of the Kinsey report the literature gives no 
proof. Certainly it is a psychiatric prolly 
lem which is not local and is not confined 
to our own culture. So pressing is the prob: — 
lem that in England the Wolfenden com- 
mittee reported in detail the situation and 
the social implications of it, with recom- 
mendations to the Bar as to how it should 
be handled. Therefore this book by Cleck- | 
ley is timely, if not exactly definitive. f 
One gets the impression from The Cari- 
cature of Love that homosexuality is an | 
organic maladjustment in variance with the — 
common pattern of heterosexuality. The 
author is somewhat skeptical of the con- 
tributions made by the dynamic psychia- 
trists and by Kinsey, and his skepticism 
carries over into the whole question of the 
bisexuality of the individual. The uncon: | 
scious apparently is a minor factor and the 
biological factor is the major one in his 
experience. He questions also some of our 
premises that homosexuals are divided into i 
two categories—the active and the passive— 
which is generally accepted. In his own i 
practice, which is certainly large, these roles 
are interchangeable and are not dynam 
cally fixed in one category or another. The 
book does reinforce the confusion which 
covers this entire field and which the afore- 
mentioned committee likewise emphasized. 


The homosexual, in Cleckley’s experi- 
ence, is a very unhappy individual, mas- 
ochistic to an extraordinary degree, and the 
relationship between the partners is highly 
charged with discontent, jealousy and 
sadism. André Gide in his literary con- 
tributions to this problem confirms these 
facts. Why these manifestations of an inti- 
mate bond between two individuals should 
contribute so much unhappiness is a moot 
question. When one looks back to the early 
Platonic concept of homosexuality the dis- 
parity between the reaction of the partners 
then and now is extraordinary. Was this 
a form of defense and self-delusion? 

The book leaves one with the impression 
that the therapist gains deeper understand- 
ing and perhaps a certain amount of toler- 
ance, provided the young are not involved. 
To the child psychiatrist, homosexuality in 
adolescence is a common and transitory 
pattern, although Cleckley regards it in a 
different category entirely. The whole 
question of the variables in sexuality is left 
for future investigation, for we are just 
breaking ground and opening new fields in 


science——Epwarp Liss, M.D., New York 
City. 


THE NEUROLOGIC AND 
PSYCHIATRIC ASPECTS OF THE 
DISORDERS OF AGING 


Joseph Earle Moore, H. Houston Merritt 
and Rollo J. Masselink, eds. 


Baltimore, Williams & Wilkins Co., 1956, 307 pp. 


The Neurologic and Psychiatric Aspects of 
the Disorders of Aging is the published ver- 
zon of the 35th annual meeting of the Asso- 
ciation for Research in Nervous and Men- 
tal Disease. The brief, neat preface by Dr. 
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Joseph Earle Moore suggests that the pro- 
gram and participants of the symposium 
were selected with hope that consideration 
of the neuropsychiatric problems of the 
aged would be well balanced by discussion 
of the more fundamental problems of ag- 
ing and that identification of early and 
late manifestation of the disorders encoun- 
tered in the elderly would be accompanied 
by notes on what to do about them. 

The essayists succeed in bringing into 
focus that a concept of aging may serve as a 
framework for scientific research and medi- 
cal treatment. The book contains much 
old information in compact form, many 
stimulating ideas well phrased, and some 
suggestions for future research. Although 
brief for a book of its kind—the text and 
discussions comprise only 270 pages—it is 
not likely to be read consecutively by many 
but rather read a chapter at a time as 
curiosity or need dictates. There is, how- 
ever, cohesion, order and uniformity of 
tone in the book. 

Eleven of 15 chapters review the biology 
of cellular aging, neuronal life history, 
brain metabolism, structural brain changes, 
cerebral blood flow, intelligence, psycho- 
pathology, the effect of drugs, experimental 
prolongation of life span, the epidemiology 
of mental disorders and genetics as related 
to the aging process. Neuropsychiatric dis- 
orders of the elderly and aged are covered 
by papers on hypertensive and arterio- 
sclerotic vascular disease of the brain, neu- 
rologic changes, and rehabilitation of the 
patient with neurological disorder, and by 
a panel discussion on the physician’s con- 
tribution to the role of older persons in 
society. The seven contributors to the final 
section touch on acute breakdowns, retire- 
ment, medical management, cultural atti- 
tudes, psychotherapy and rehabilitation. 
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The authors are for the most part dis- 
tinguished research workers or clinicians. 
Outstanding is the uniformly good-humored 
optimistic viewpoint. Lansing’s specula- 
tion that “senescence is a progressive loss 
of the ability to live” is followed by Weiss’s 
hopeful thesis that neuronal cellular activity 
may favor growth and regeneration. He pre- 
sents evidence that it is the developmental 
machine which keeps the physiological ma- 
chine in good repair rather than the physio- 
logical machine which fails with aging. 
Andrew stresses that neuronal cells are ac- 
tively engaged in a defense against degener- 
ative processes which we may yet learn to 
reinforce. Lorge’s remarks that intellect 
and the use we make of it are maintained 
without significant decrement through early 
and middle maturity implies that the neuro- 
physiological mechanisms remain in good 
repair for a longer time than many believe. 
The dietary experiments reported by Mc- 
Kay may provide a clue to the controlled 
prolongation of the complex processes of 
growth and repair. If retardation of physi- 
ological growth tends to prolong life, as 
some of his work suggests, we may wonder 
whether well-planned prolongation of the 
dependency period of the human being for 
educational purposes does not prolong the 
life of the mind. Just as “mind,” or the 
complexity of mental activity possible, ap- 
pears to depend on the length of the devel- 
opmental process of the phylum so may 
preservation of “mind” in the individual 
organism be related to prolongation and in- 
tensity of the learning period. Certainly 
the better educated persons appear to 
weather physical changes and socio-eco- 
nomic stress better than do those deprived 
of opportunity to grow in intellect solidly, 
broadly and without haste. Kallman’s re- 
port, however, checks us from too fanciful 
speculation by underlining that the stuff 


aad 


of which we are made is surely of impor- 


tance in determining long life and also men: _ 


tal health. 

Our understanding of mental disease as 
a public health problem may be distorted 
by our methods of diagnosis and classifica- 
tion as well as by our collection of statistics, 
This is an important contribution in 
Gruenberg’s review. Mental illness of 
many varieties may persist or develop in 


old age but may be masked by senile brain — 


damage or masquerade as such. The im- 


portance of accurate incidence data, which | 
in turn depends upon accurate diagnosis, 
cannot be overrated; if available, the figures _ 


might prompt large changes in our ideas 
about the prevention of psychiatric disorder 
in the aged. 

On the clinical side Foley’s frank re 
minder that “little strokes” should not be 


diagnosed in the absence of reasonable evi- 
dence of lacunar infarct may help to con- | 


trovert some recently developed medical 


mythology and encourage more careful clin- | 


ical medical appraisal of aged persons. In 
his brief chapter Rusk quotes Spiller’s 


words, “action absorbs anxiety.” The dis | 

it aan 
cussions by the panel contribute suggestions 
and hints about the form action may take in | 


dealing with problems of retirement, physi- 


cal disability, and psychological and emo: | 


tional disturbances in the aged as well as un- 


healthy societal attitudes toward aging: | 


Zeman reminds us that physical medicine 


comprises only a part of the aggressive ap- | 


proach to medical problems now known as 


“rehabilitation” and that “rehabilitation” | 


is a theoretical concept and medical atti 
tude. 


It is the impression of this reviewer that 


the book may help in crystallizing ideas for 
a medical approach to the elderly and aged- 


The action we take to handle their prob- 


lems can mitigate our own fears or relieve 


our feelings of guilt and obligation only if 
it is rational and effective. To decrease 
the anxiety which stems from our sense of 
helplessness as we review the helpless de- 
pendency of many old persons upon us we 
must develop more effective ways of reliev- 
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ing their distress, and ultimately prevent 
the occurrence of much of the mystery 
which goes under the name of degeneration 
or deterioration—ALvin I. (GOLDFARB, 
M.D., Home for Aged and Infirm Heint 
New York City. 
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Notes and Comments 


CONNECTICUT MARKS 
GOLDEN ANNIVERSARY 


America’s first mental health association 
formally launched its golden anniversary 
year with a birthday dinner April 29 in 
New Haven. On hand to congratulate the 
50-year-old Connecticut Association for 
Mental Health in the birthplace of the 
mental health movement were 400 well- 
wishers, 

Among them were Dr. Benjamin A. 
Cohen, of Chile, assistant secretary-gen- 
eral of the United Nations; Dr. John R. 
Rees of England, director of the World 
Federation for Mental Health; Dr. G. 
Brock Chisholm of Canada, first director- 
general of the World Health Organization; 
Gov. Abraham A. Ribicoff of Connecticut; 
Judge Luther Alverson of Atlanta, presi- 
dent of the National Association for Mental 
Health, and a delegation of four NAMH 
staff members. 

To Mrs. Clifford W. Beers, 80-year-old 
widow of the nation’s pioneer mental 
health leader, was given the honor of blow- 
ing out the candles on the birthday cake. 
She was also honored with a toast, proposed 
by Mrs. William S. Hammersley, president 
of the state association. 

President Eisenhower sent greetings, as 
did scores of other friends here and abroad. 

“Because of what happened here in New 
Haven 50 years ago, thousands of people 
are today devoting their skill and lives to 
the treatment and cure of mental illness,” 
Dr. Chisholm told the group. He was 
presented with the Golden Anniversary 
Mental Health Award, a gold bell. 

It was 50 years ago last April that Clif- 
ford Beers and 13 distinguished residents 
of Connecticut met to organize a state 
mental hygiene society. A commemoratiye 
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plaque marks the site of their meeting in 
what is now the Yale Faculty Club. 


RESEARCH 


Dr. William Malamud will join the staff 
of the National Association for Mental 
Health September 1 as director of research. 


For some years he has been professor and — 


chairman -of the division of psychiatry at 
Boston University School of Medicine as 


well as psychiatrist-in-chief at Massachu- — 


setts Memorial Hospitals. 


Dr. Malamud is president-elect of the — 


American Psychiatric Association. He is 
also director of the schizophrenia research 
program conducted through NAMH by the 
33rd Degree Scottish Rite Freemasonry, 
Northern Masonic Jurisdiction, and a con- 
sultant to the National Institute of Mental 
Health. He is, in addition, a director of the 
American Board of Psychiatry and Neu- 
tology. 

Is is expected that with the appointment 
of Dr. Malamud the response from founda- 
tions making funds available to NAMH 
for mental health research will be increased. 
It is also anticipated that a substantial fund 
for research will be raised in the Mental 
Health Campaign this year, with 5% of 


all funds contributed allocated for this | 


purpose. . 
* * * 


The National Association for Retarded 
Children has created the Grover Powers 


research professorship at Johns Hopkins | 
School of Medicine. Dr. Robert E. Cooke | 


is the first to hold the position, which 
honors Dr. Grover, F. Powers, professor 
emeritus of pediatrics at Yale University 
and a former member of the pediatrics staff 
at Johns Hopkins. 


LEGISLATION 


Calling attention to major gaps in services 
to the mentally ill, the NAMH is pressing 
for increased 1959 appropriations for both 
the National Institute of Mental Health 
and the Office of Vocational Rehabilitation. 
After considerable study of the Presi- 
dents NIMH budget of $37,697,000, 
NAMH has recommended two to four mil- 
lion dollars more for training psychiatric 
personnel; four to five million dollars more 
for research grants; one-half to one million 
dollars more for government research on 
drugs used in psychiatry; two to three mil- 
lion for research projects for which no 
funds are now available; up to a million 
dollars more for promising research now 
under way at the NIMH clinical center, 
at the drug addiction research center in 
Lexington, Ky. and at St. Elizabeths Hos- 
pital, and one million more for grants to 
the states to help them expand mental 
health services outside mental hospitals. 
NAMH has also recommended an in- 
crease of at least $500,000 over the Presi- 
` dent’s budget of $3,600,000> for mental 
health research and demonstration proj- 
€cts subsidized by the Office of Vocational 
Rehabiltation. At present, the OVR has 
funds for only about one in 10 of the 
promising new research leads in the field 
of mental health and mental retardation. 


* * * 


New York State’s Mental Hygiene News re- 
Ports that the cost of attending a special 
School for the mentally or physically handi- 
Capped is deductible as a medical expense 
on federal income tax returns. This ruling 
Was recently incorporated in the final regu- 
lations under the Internal Revenue Code of 
1954, Section 213, 

The official ruling states: “. . . the cost 
of Care and supervision, or of treatment and 
taining of a mentally retarded or physi- 
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cally, handicapped individual at an insti- 
tution is within the meaning of the term 
‘medical care.’ 

“It is immaterial for purposes of this 
subdivision whether the medical care is fur- 
nished in a federal or state institution or 
in a private institution.” 


CARE AND TREATMENT 


Despite an increase in admissions, the 
population of U.S. mental hospitals con- 
tinued to decline in 1957. This is dis- 
closed in a survey released last month by 
the National Association for Mental Hy- 
giene and the American Psychiatric Associ- 
ation. It marked the second year of down- 
trend in mental hospital rolls after a 25-year 
climb. 

Admissions during the year increased by 
5.6% while discharges increased by 9.2%. 
Taking into account other factors, includ- 
ing a 2.4% reduction in mental hospital 
deaths, the net drop in population 
amounted to .5% in state, county and vet- 
erans’ mental hospitals, thus sustaining a 
turning point which started in 1956. 

Significantly, the continued downtrend 
was accompanied by an increase in hospital 
personnel and in expenditures for care and 
treatment of mental hospital patients. 

The number of full-time employees in 
public mental hospitals rose from 153,7 15 
to 162,885, an increase of 6%. 

Expenditures per patient were increased 
in 1957 from $3.27 a day to $3.64 a day. 
While the difference amounts to only 37¢ 
a day per patient, it represents an increase 
of 11.1%. 

Psychiatric and mental health associa- 
tion leaders saw a direct relationship be- 
tween the increased expenditures for pa- 
tient care and more personnel and the 
continued improvement in the mental 
health situation. 
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Standards in state and county hospitals 
are still far below those of veterans’ hos- 
Pitals, the survey shows. Veterans’ hospitals 
spent an average of $10.31 a day per patient 
and had 71.4 employees per 100 patients 
as compared to the $3.64 a day in state and 
county hospitals with an average of 29.4 
employees per 100 patients. 

Though totals for 1957 are not available, 
1956 figures showed that 1,400,000 persons 
were treated in all U.S. mental hospitals 
and institutions including state and county 
hospitals, veterans’ hospitals, federal mental 
hospitals and private hospitals and insti- 
tutions. These included 1,029,444 in all 
mental hospitals and 183,691 in institutions 
for epileptics and mental defectives. Dur- 
ing that year 805,731 were treated in state 
hospitals and 96,436 in veterans’ hospitals. 

Patients in all mental hospitals and in- 
stitutions at the end of 1956 totaled 785,400. 
Admissions that year to all mental hospitals 
totaled 498,000. 

Growing concern for the welfare of the 
mentally ill was reflected in increased ap- 
Propriations by states for mental hospital 
facilities. During 1957, 23 states increased 
their appropriations per patient by more 
than 10% and 12 increased the amount by 
more than 15%. 

The most striking increase was noted 
in Kentucky which spent 57.5% more per 
patient than in the previous year, bring- 
ing up the figure to $3.25 a day. 

Thirty-seven states increased the number 
of full-time personnel per 100 patients. In 
Kentucky, the increase was 42.3%, or from 
21.3 employees per 100 patients to 30.3, 

The survey is based on figures appearing 
in the current Fact Sheet compiled by the 
Joint Information Service of the American 
Psychiatric Association and the National 
Association for Mental Health. 
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Construction has begun on Pennsylvania 
Hospital’s new psychiatric division, which 
will have 120 beds for the care and treat 
ment of Philadelphia’s needy mentally ill, 

“I consider this a tremendous step for- 


ward in the direction of providing prompt | 


and effective treatment of patients who 
require hospitalization and whose best in- 
terest is served by admission to an institu- 
tion close to their homes,” said State Wel- 
fare Secretary Harry Shapiro. 


i| 


“Many of | 


these patients can and should be treated ) 
in a general hospital and they deserve to | 
be treated with the same dignity as the | 


physically ill.” 


The American Psychiatric Association has | 
given its achievement award for 1957 to 


Detroit Receiving Hospital “for the trans- 
formation of the hospital's psychiatric de 


partment from an ‘overcrowded, under- | 
efficient | 


staffed bedlam’ to a modern, 
diagnostic center.” This is the first time the 
honor, established eight years ago, has gone 
to the psychiatric unit of a general hospital. 


The award consists of a silver plaque and | 


citation, 
* + + 
New York is building a new school for the 


mentally retarded and a cottage-type PS)" | 


chiatric hospital for mentally ill children 
at West Seneca. Up to 3,000 mentally re- 
tarded persons of all ages will be cared 
for, trained and treated at the new school. 


The hospital will be a self-contained unit 
accommodating 200 children in separate | 


cottages of 25 patients each. 
* * + 


The childs own emotional problem at 


counted for an all-time high of 41.5% of the 


requests for placement made last year to thê 


Jewish Child Care Association of New York: 
Comparable percentages for 1956 and 1955 
were 36 and 28.8 respectively. 


The association is one of the nation’s 
largest voluntary child care agencies. 

Disrupted homes—involving the physical 
illness of one or both of the parents, marital 
discord or untenable parent-child relation- 
ships—resulted in another 26% of the 
placement requests. Broken homes caused 
by separation, divorce or death of the par- 
ents, as well as the existence of no estab- 
lished home, were responsible for the 
remainder. 

“These figures paint a significant picture 
of the tensions of our times,” observed Louis 
L. Bennett, executive director. “They 
also underscore the changed role of child 
welfare organizations. Where once they 
were custodial bodies, providing care 
for children who had no families, today 
they are primarily treatment agencies, of- 
fering a constructive program for troubled 
children unable to live with their families.” 

Another meaningful index to the com- 
plexity of child care today is the fact that 
over 55% of the 1,413 inquiries for tem- 
porary placement of children received 
by JCCA last year came from other 
Social agencies. This, Mr. Bennett said, 
shows that many of the children referred 
for placement are those who have failed to 
benefit from guidance and treatment serv- 
ices in the community because of the se- 
Verity of their problems. 

Discharges totaled 173 during the year. 
The 87 children who had been in the foster 
home department showed a median length 
of time in JCCA care of 4 years 4 months. 
The 52 discharged from the Pleasantville 
Cottage School, a treatment-oriented insti- 
‘ution for emotionally disturbed children, 
had a median length of care of 2 years 8 
months, while the eight who left Edenwald 
School, an institution for mentally retarded 
children, had been in JCCA care a median 
of 6 years 6 months, The 26 discharges 
from the two group residences for adoles- 
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cents, Fellowship House for Boys and 
Friendly Home for Girls, showed a median 
of 5 years 7 months in care. 

A total of 387 psychological examina- 
tions were given during the year by Jewish 
Child Care Association staff and panel 
psychologists. The number of children 
receiving initial psychiatric interviews 
was 332, compared to 231 and 190 in 1956 
and 1955 respectively. 

Ninety children were in psychiatric treat- 
ment during the year, while remedial in- 
struction in reading, arithmetic and speech 
was given to 193 children. These figures, 
Mr. Bennett said, reinforced the agency’s 
findings as to the emotional problems of 
the children now coming into placement. 


REHABILITATION 


Improved and expanded treatment has 
brought about a drop in the number of 
patients in New York mental hospitals for 
the third straight year. The decrease was 
1,200, compared to an average of 450 in 
the two previous years. 

Governor Harriman told the Northeast 
State Governments Conference on Mental 
Health that the decrease resulted from an 
expanded treatment program, including 
the use of tranqualizers. 

During the conference, held in New York 
City in April, Dr. Francis J. O'Neill, di- 
rector of Central Islip State Hospital in 
Suffolk County, N. Y., described a com- 
pensated work program for patients. Pres- 
ent jobs range from woodworking to such 
simple tasks as sewing buttons on cards 
for sale. 

The 25 patients in the pilot project are 
not approaching financial independence 
through this work, but Dr. O'Neill hopes 
the demonstration will show the way 
toward new methods of rehabilitation and 
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will help the patients find jobs after dis- 
charge. 

Dr. Mabel Ross, mental health consult- 
ant in the New York regional office of the 
U. S. Department of Health, Education 
and Welfare, said unions should be con- 
sulted by mental health workers on em- 
ployment for ex-patients, particularly on 
wage levels, sheltered workshops and voca- 
tional advice. 

The conference went on record as advo- 
cating that research in mental health be 
established and maintained by the states 
on a permanent, stable basis by providing 
a nucleus of full-time researchers. It also 
urged that every state mental health agency 
carry on research as part of a good patient 
care and treatment program. 


An increasing number of veterans hos- 
pitalized by the Veterans Administration 
for severe mental illness are recovering and 
leaving the hospital, figures released by the 
agency May 8 show. 

The VA said its hospitals placed 6,736 
mental patients on trial visit to their home 
communities during the first six months of 
fiscal 1958, and 13,200 during all of fiscal 
1957. 

The 13,200 represent a 7% increase over 
the 12,351 patients placed on trial visit 
from VA hospitals in fiscal 1956, a 32% 
increase over the 9,985 in fiscal 1955, and 
a 73% increase over the 7,617 in fiscal 1953. 

Most of the patients leaving the hos- 
pitals on trial visit have been treated for 
severe mental conditions, the VA said. 

The average daily patient load of men- 
tally ill veterans in VA hospitals has re- 
mained at around the same number since 
the beginning of fiscal 1956, but rose be- 
tween 1953 and 1956. Currently the fig- 
ure is 57,423, which includes 52,456 veterans 
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with severe mental illness and 4,967 with 
less severe psychiatric disorders. 

The VA said the increase in patients on 
trial visit can be attributed to changes in 
therapies (including introduction of tran- 
quilizing drugs and more emphasis on 
individual and group psychotherapy), to 
an increase in open wards, and to re 
awakened interest in development of new 
habits of resocialization to prepare patients 
for return to community living. | 


TRAINING 


Nurses in mental hospitals are training for 
their growing responsibilities in teaching 
psychiatric aides in a series of seminars 
which began in mental hospitals in four 
southern states in June. The project is 
sponsored by the National League for Nurs- 
ing and the American Psychiatric Associa- 
tion and supported by a grant from the- 
National Institute of Mental Health. 
The seminars are designed to improve — 
the quality of in-service training for psychi- 
atric aides, who provide much of the care | 
of the mentally ill in hospitals, and thus 
to improve the nursing care of patients. 
The first six seminars will be held dur- 
ing the summer in mental hospitals in 
North Carolina, South Carolina, Tennes 
see and Arkansas. The University of North 
Carolina is providing headquarters and 
other services for the seminar staff. 
Teaching will emphasize the part feel- 
ings of patient and nurse play in the pa 
tient’s therapy, in order to bring about 
better understanding of interpersonal rela | 
tions as a factor in the care of the mentally 
ill. Methods of teaching will also be 
covered, with participants having oppor- 
tunity to teach groups of aides under 
supervision of the seminar instructors. 
The project is administered by the NLN 


Mental Health and Psychiatric Nursing 
_ Advisory Service. 
| A joint NLN-APA advisory committee 
has the following members: Dr. Daniel 
Blain, medical director of the American 
Psychiatric Association; Lavonne M. Frey, 
director of nurses at St. Elizabeths Hos- 
pital, Washington, D. C. and chairman of 
the NLN Council on Psychiatric and Men- 
tal Health Nursing; Dr. Granville L. Jones, 
superintendent of the Arkansas State Hos- 
pital and chairman of the APA committee 
on psychiatric nursing, and Kathleen Black, 
director of the NLN Mental Health and 
Psychiatric Nursing Advisory Service. 
Regional and local planning committees 
are being organized to help carry the 
project out in their areas. It is expected 
by fall to extend seminars to mental hos- 
pitals in states other than the four in the 
pilot phase of the project. 


PUBLIC INFORMATION 


“The Key,” new National Association for 
Mental Health film on the changing pic- 
ture of mental illness, has won a “Chris” 
Award from the Film Council of Greater 
Columbus, Ohio, as an outstanding film in 
the medical field. 

_ The Key” was the only health film 
cited by the New York Times recently in 
‘a quality crop” of five nontheatrical 
movies. The Times reviewer wrote that 
the film was “a thoughtful, restrained and 
Moving documentary on mental illness, 
Photographed largely inside various hos- 
Pitals and institutions. The picture under- 
Scores general therapeutic advances in the 
treatment of confinement cases; the ter- 
rible plight of the doomed and, even more 
affectingly, the lonely. 

“Without begging, it asks, for outside 
Sympathy, understanding and encourage- 
Ment in rehabilitation. Principally because 
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of the recorded faces, the plea comes across 
with quiet, heartbreaking urgency.” 

Screenings of “The Key” were a main 
feature of public rallies throughout the 
country during Mental Health Week, April 
27-May 3. The film has also been shown 
by mental health associations before or- 
ganizations of all kinds. 

Prints of the 31-minute film are avail- 
able for $145 each from the NAMH Film 
Library, 267 W. 25th St., New York 1. 


* * * 


Mrs. Dwight D. Eisenhower formally 
opened Mental Health Week, April 27- 
May 3, and launched the annual Mental 
Health Campaign for funds with which to 
provide voluntary community services to 
the nation’s mentally ill. 

On hand for the White House ceremony 
April 30 were Judge Luther Alverson of 
Atlanta, president of the National Asso- 
ciation for Mental Health; Frank F. Elliott 
of Chicago, national campaign chairman, 
and Mrs. A. Felix duPont, Jr., Wilmington, 
board member. * 

In launching the campaign, Mrs. Eisen- 
hower rang the Mental Health Bell and 
said: 

“This bell symbolizes hope for the men- 
tally ill and ultimate victory in the fight 
against the nation’s #1 health problem— 
mental illness. I hope that the ringing of 
this bell will be heard in every village, 
town and city and that it will awaken in 
the hearts of all Americans the traditional 
spirit of concern for suffering fellow- 
Americans.” 

On behalf of the nation’s mentally ill 
and of all who are contributing to their 
welfare, 41/-year-old Esta Lee Hirsch of 
Washington, D. C., presented a mental 
health lapel pin to Mrs. Eisenhower. Esta 
Lee’s parents are active mental health 
volunteers. 
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The White House ceremony marked the 
kick-off signal for 500,000 Mental Health 
Bell-ringers who went from door to door 
soliciting funds for voluntary services to the 
mentally ill. 

It was also the signal for proclamations 
of Mental Health Week, giving official rec- 
ognition to the nationwide observance; for 
public meetings, film showings, open houses 
at public and private mental hospitals, trib- 
utes to oustanding psychiatric aides, and 
special sermons by clergymen of all de- 
nominations; and for billboard, poster, 
transit, TV, radio, newspaper and maga- 
zine publicity about the problems of the 
mentally ill and the ways mental health 
associations are helping to work toward 
a solution of these problems. 


The photography has been completed on 
“Come Back,” first mental health film to 
be produced in Louisiana. 

The movie, sponsored by the Louisiana 
State Department of Hospitals, depicts the 
problems a mental patient must face when 
he returns to his community and job. It 
is being produced by Mr. and Mrs. Irving 
Jacoby and will be released through the 
Mental Health Film Board of New York. 
The camera work was done by Richard 
Leacock, internationally known for his 
work on “The Louisiana Story.” 

Dr. Loyd W. Rowland, director of the 
state mental health association, says, “We 
feel sure this is just the sort of film all the 
chapters of our association can use to help 
break down the Prejudice against employ- 
ing persons who have been mentally ill,” 
he said, 


* * * 


NAMH announced May 1 the selection of 
the Columbus (Ga.) Enquirer as winner 
of the 1958 Mental Health Bell Award 
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in recognition of the daily’s consistent ef 
forts in the fight against mental illness, 

At the same time the association an- 
nounced special citations will be awarded 
to the Pittsburgh Post Gazette and, post- 


humously, to its star reporter, Ray Sprigle, | 


whose reporting focused nationwide atten- 
tion on the plight of the mentally ill. 
Selection of the Enquirer was based on 
the paper’s year-round coverage of devel- 
opments in the field of mental illness, 
advocacy of improvements in the treatment 
and prevention of mental illness, and edi- 
torial support of the program and activities 
of the mental health associations in Georgia. 


The citation of the Post Gazette is for 


its editorial pioneering on behalf of Penn- 
sylvania’s hospitalized mentally ill and for 
“its unremitting concern for their welfare.” 

Mr. Sprigle, whose articles on mental hos- 
pital conditions were a sensation 10 years 
ago, is cited for his consistent interest in 
the plight of the mentally ill and his efforts 
to keep them free of the barbaric condi- 
tions to which they were once subjected. 

Candidates for the Mental Health Bell 
Award are newspapers selected throughout 
the country by state and local mental health 
associations on the basis of their news and 
editorial support of mental health. The 


award is a bronze replica of the historic | 


Mental Health Bell cast in 1953 from 
chains and shackles once used as restraints 
in mental hospitals. 

Previous winners of the award are the 
Arizona Republic, 1957; Austin (Texas) 
American Statesman, 1956; Indianapolis 
Times, 1955; Hartford Courant, 1954 and 
Baltimore Sunpapers, 1953. 


AWARDS 


For their kindness, ‘skill and devotion in 
caring for the patients in their charge, 126 
ward attendants in mental hospitals 


a 


throughout the U. S. have been selected 
for National Association for Mental Health 
achievement awards. 

At special ceremonies during May, each 
winner received an NAMH gold pin and 
a certificate of achievement in tribute to 
“the special skills in practical human rela- 
tions which form such a vital part of the 
treatment and recovery of the mentally 
ill.” 

_ The recipients, 70 women and 56 men, 
represented 126 mental hospitals in 39 
‘States and the District of Columbia with 
à total of 323,297 patients. They were 
Nominated from among 52,982 psychiatric 
aides by their co-workers, patients and 
Visitors. Final selections were made by 
local committees representing hospital 
‘Staffs and boards. 

“The purpose of these awards is to 
focus public attention on the important 
Jole of the psychiatric aides, to help them 
Win adequate recognition and acceptance 
and to encourage higher standards of on- 
the-ward care,” said Judge Luther Alver- 
son, NAMH president. 

“Of all the members of the staff, only 
the Psychiatric aide is in constant, and 
mtimate contact with the patient, and he 
‘thus becomes the primary pillar of reas- 
surance and stability and hope through 
times of anxiety, elation and despair,” he 
Sid. “In many cases it is the aide’s calm 
and constant humane attentiveness that 
chiefly shapes the patient's response to 
treatment,” < 

The awards are part of a program spear- 
headed by NAMH since 1944, and the as- 
“ciation is pledged to continue its efforts 
on behalf of the psychiatric aide “until 
Such time as optimal realization of their 


Professional aspirations is assured.” 
* . 


* 
Dr. Alistair William MacLeod, assistant - 


Professor of Psychiagy at McGill Uni- 
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versity, Montreal, is the seventh winner of 
the $1,000 Isaac Ray lectureship award of 
the American Psychiatric Association, The 
award is given annually to a psychiatrist, 
a lawyer or a judge for an outstanding 
contribution to furthering understanding 
between two professions—psychiatry and 
the law. } 

As recipient, Dr. MacLeod will deliver 
a series of lectures on psychiatry and the 
law in the next academic year at the Uni- 
versity of Manitoba in Winnipeg, under 
the auspices of that university's schools of 
law and medicine. 

Dr. MacLeod, 41, is a native of British 
Columbia. His medical training at Glas- 
gow and Edinburgh universities in Scotland 
included postgraduate training in public 
health and tropical medicine. This was 
followed by training in psychological medi- 
cine at the University of London. He also 
studied law at the Inner Temple in London 
and completed training at the Institute of 
Psychoanalysis there. 

Dr. MacLeod has been active in penal 
reform in Canada for years. He helped 
organize a group psychotherapy program 
for prisoners at the St. Vincent de Paul 
Penitentiary in Quebec with the approval 
of the Federal Commissioner of Peniten- 
tiaries and with the assistance of the pro- 
fessional staff of the John Howard So- 
ciety. Long active in community mental 
health work in Montreal, he has been on 
the staff of the mental hygiene clinic there 
since 1951. He is also on the staff of Royal 
Victoria Hospital and consultant to the 
Protestant school board of the city of West- 
mount. He is a member of the Royal Col- 
lege of Physicians (London), of the Ameri- 
can Psychiatric Association, the American 
Psychoanalytic Association and the Cana- 
dian Psychoanalytic Society, of which he is 
a past-president. 


The award commemorates Dr. Isaac 
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Ray, a founder of APA, whose remarkable 
Treatise on the Medical Jurisprudence of 
Insanity, published in 1838, was for many 
years the standard work on the subject. 

Others who have won the APA award 
are Dr. Manfred S. Guttmacher, chief 
medical officer of the Supreme Bench of 
Baltimore, Md.; Dr. Philip Q. Roche, Phila- 
delphia psychiatrist; Dr. Winfred Over- 
holser, superintendent of St. Elizabeths 
Hospital, Washington, D. C.; Dr. Gregory 
Zilboorg, New York City psychiatrist; Hon. 
John Biggs, Jr., chief judge of the U. S. 
Court of Appeals, Wilmington, and Prof. 
Henry Weihofen, College of Law, Uni- 
versity of New Mexico. 


* * * 
MEETINGS 


The World Federation for Mental Health 
will hold its 11th annual meeting August 
24-29 in Vienna with the Austrian Asso- 
ciation for Mental Health as host. Carry- 
ing out the theme of uprooting and re- 
settlement, addresses and discussions 
throughout the meeting will focus on the 
psychological and sociological aspects of 
the problems of refugees and migrants in 
all parts of the world. 

The topics for 12 discussion groups are 
child and adolescent refugees (their prob- 
lems of transition between cultures—the 
old and the new); community formation in 
long-term residence (camps, _ hospitals, 
prisons, .etc.); tradition and identification 
in the refugee situation; mental health 
aspects of family life (separation and re- 
union); fear, apathy and aggression related 
to uprooting; governmental and com- 
munity attitudes and the value of new 
populations in cultural and mental health 
terms; social integration and acculturation 
(value of group techniques); attitudes and 
mental health problems of long-term 
refugees and those recently uprooted; 
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training for work with refugees; learning | 


from refugee problems for mental health 
work in the “normal” community; human: 
rights and refugees, and spiritual values and 


mental health in relation to rapid cultural J 


change. 


The federation consists of 103 associa- | 
tions in 43 countries and 7 trans-national i 
U. S. members include the | 
Academy of Religion and Mental Health, f 


associations. 


American Association of Marriage Coun: 
selors, American Association on Mental 
Deficiency, American Group Psychotherapy 
Association, American Neurological Asso- 
ciation, American Nurses’ Association, 
American Occupational Therapy Associa- 
tion, American Orthopsychiatric Associa- 
tion, American Psychiatric Association, 
American Psychoanalytic Association, 
American Psychological Association, Ameri- 


can Psychosomatic Society, American Society | 
of Adlerian Psychology, American Society f 


of Group Psychotherapy and Psychodrama, 


Association for the Advancement of Psycho- | 


analysis, Austen Riggs Center, Child Study 
Association of America, Group for the Ad- 


vancement of Psychiatry, Hogg Foundation | 
for Mental Hygiene, Menninger Founda: | 


tion, Mental Health Film Board, Michigan 
Society of Neurology and Psychiatry, 
National Association for Mental Health, 
National Association of Social Workers, 
National League for Nursing, Postgraduate | 


Center for Psychotherapy, Society for AP J 


plied Anthropology and the William 
Alanson White Psychoanalytic Society. 


The 5th annual meeting of the Academy 
of Psychosomatic Medicine will be held 
October 9-11 at the Park Sheraton Hotel 
in New York City. The program will 
focus on the psychosomatic aspects of im 
ternal medicine and will include formal 
Papers, panel discussions and luncheon | 


i 


conferences. The meeting will be open 
to all scientific disciplines, psychologists, 
social workers and nurses. 

Further information is available from 
Dr. Bertram B. Moss, Suite 1035, 55 E. 
Washington St., Chicago 2. 

* * * 


Tentative plans for the 8th annual meet- 
ing of the National Association for Mental 
Health were to be put before the national 
board at its June 21 meeting in New York 
City. 

The annual meeting and National 
Mental Health Assembly will be held the 
week of November 17 at the Hotel Muehle- 


bach in Kansas City. 


The preliminary plans call for general 
sessions, workshops and business sessions 
built around the general theme of putting 
more people to work as voluntary recruits 
in the fight on mental illness. Program 
sessions will focus on the hospitalized 
mental patient, the patient returning from 
the mental hospital to the community, 
mental health education, and methods and 
materials. 

Teenagers will give a special perform- 
ance of the latest NAMH play—“Which 
Way Out?”—at a session devoted to audio- 
Visual aids in mental health education. 

* * * 
The nation’s first regional conference on 
mental retardation, held March 11-13 in 
Chicago, was opened with an address by 
Dr. George S. Stevenson, NAMH con- 
sultant, Eighty delegates from Indiana, 
Michigan, Ohio, Wisconsin and Illinois ex- 
changed ideas and experiences with the 
aim of improving services for the mentally 
retarded in the midwest. 

* * * 
For three weeks beginning May 26, the 
U. S. was host in Minneapolis to the World 
Health Assembly, governing body of the 
World Health Organization. About 600 
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delegates, alternates, advisers, observers and 
staff members attended the meeting, first 
of its kind in this country. 

WHO, which celebrates its 10th anni- 
versary this year, was set up by 88 coun- 
tries to coordinate international health 
work and help governments, on request, 
in fighting disease and in strengthening 
their health services. With WHO assist- 
ance the Jordanian government, for ex- 
ample, is establishing a modern mental 
health service. 


Step up your efforts to recruit high school | 
and college students for mental health 
careers! 

This is the plea coming out of the Mid- 
western Conference on Mental Health 
Manpower held April 29-30 in Chicago 
under the auspices of the Council of State 
Governments. 

Mental health associations and others 
concerned about the shortage of psychi- 
atrists, psychologists, psychiatric nurses and 
social workers were urged to intensify their 
work with schools. They were specifically 
asked to interest more high school students 
in science courses leading to eventual 
careers in psychiatry, mental hospital ad- 
ministration and other mental health fields. 

* * * 
“Disadvantaged youth” are to get special 
attention from the National Child Labor 
Committee in a new program adopted in 
May by the board of the 54-year-old social 
agency. The new program singles out the 
children of agricultural migrants and low- 
income farm families, school drop-outs, the 
so-called “uneducables,” and members of 
minority groups. 

Eli E. Cohen, the committee's newly ap- 
pointed executive secretary, said, “The 
National Child Labor Committee’s historic 
battle against exploitative child labor (as 
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it existed early in the century) has nearly 
been won. Our board has been involved 
in an intensive reevaluation to determine 
the best way to extend our original ob- 
jectives to modern-day conditions in order 
to serve today’s children and youth. The 
board has emerged from its deliberations 
with a vital program that steps up our 
emphasis on activities designed to help 
young people prepare for, look for, get 
and hold constructive jobs. In line with 
our long tradition of concern for the ex- 
ploited, disadvantaged youth will get par- 
ticular consideration, 

“The National Child Labor Committee 
will promote the best educational and em- 
ployment opportunities for all young 
people.” 

The committee will continue to protect 
young people against exploitative child 
labor where it still exists, especially in agri- 
culture. It will also maintain a “watch- 
dog vigilance” over child labor legislation 
and its enforcement and will promote 
needed regulation in such areas as agricul- 
ture. 

In addition, the committee will work 
closely with other organizations that help 
youngsters develop vocationally or protect 
them from harmful jobs. Its activities will 
involve schools, employers and citizens. It 
will develop and stimulate programs to 
help students bridge the gap between 
school and work and will promote the ex- 
tension of educational opportunities, par- 
ticularly for migrant children. 

‘The National Child Labor Committee 
was chartered by Congress in 1907 to pro- 


mote the welfare of America’s working 
children. 


* * * 


The president of the American Psychi- 


~wwatric Association declared May 12 that 


America’s large public mental hospitals 
were “bankrupt beyond remedy” and 
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should be “liquidated” as soon as other 
facilities can replace them. 
Dr. Harry S. Solomon, emeritus professor 
of psychiatry at Harvard Medical School 
and superintendent of the Massachusetts | 
Mental Health Center in Boston, said in 
his APA presidential address that hardly | 
a state mental hospital has an adequate | 
staff nor any likelihood of getting ona} 
Young physicians and other professional | 
people are not attracted to them. Th 5 | 
he said, they cannot be made into true | 
hospitals. 
Challenging Dr. Solomon’s view was Di 
Mesrop A. Tarumianz, chief psychiatrist} 
for Delaware, who declared that a third) 
of the public mental hospitals inspec 
by APA so far had been approved either | 
fully or conditionally. 
Dr. Tarumianz said that of 215 larg | 
public hospitals inspected to date 24, or 
11%, had been fully approved and 51, ot} 
23%, had been conditionally approved. He 
Predicted that “no liquidation of large 
hospitals will occur in this country for 
many years to come, possibly 20 or i 
years.” i h 
He observed that the size of a hospital 
was not always a good criterion for deter | 
mining whether it offered good or bad | 
facilities for the care and treatment of | 
Patients. “There are many small psychi | 
atric hospitals, private as well as public, t 
he asserted, “that do not have as \ 
facilities and services as some of the large! q 
institutions have.” ] 
Dr. Solomon cited several alternatives t0 
the state hospital for acutely ill patients 
who respond readily to treatment, includ 
ing psychiatric units in community ge | 
eral hospitals; private practitioners; sma | 
Psychiatric hospitals for intensive treat f| 
ment; out-patient clinics; day hospitals ané 
night hospitals where patients can % 
treated while they work or reside in thé f 


t 
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community; halfway houses and other after- 
care and rehabilitation facilities; and spe- 
cial units for children and the aged whose 
needs cannot be met in the wards of large 
state hospitals. 

He warned, however, that until medical 
science advances further there will remain 
a large number of patients who do not re- 
spond to treatment. “Their prospect re- 
mains grim,” he emphasized, “unless new 
ways are found to meet their needs. They 
will be sent to the large mental hospitals 
where they will accumulate in an atmos- 
phere of gloom, despair and deterioration. 
We cannot allow this to happen.” 

For those chronic patients who do not 
respond to treatment, Dr. Solomon recom- 
mends a new type of facility not so much 
like a hospital as like a home or colony 
of moderate size. It should provide ade- 
quate medical service, including psychiatric, 
but it should focus mainly on vocational 
and social rehabilitation activities to help 
the disabled patient make the best possible 
adjustment according to his capacity. 

Dr. Solomon ventured that a new pro- 
fession might be developed for the man- 
agement of these individuals, based possibly 
on the kind of skills found among city 
planners, group social workers, educators, 
Public health workers, administrators and 
the like, 

He also called attention to the APA’s 
8towing leadership role in finding more 
effective ways of dealing with mental ill- 
hess. He paid tribute to the association’s 
first medical director, Dr. Daniel Blain, 
Who took the job in 1948. His successor, 
appointed in May, is Dr. Matthew Ross, 
assistant clinical professor of psychiatry and 
Psychology at the UCLA Medical Center. 

In ten years’ time, Dr. Solomon said, the 
association’s budget has grown from about 
hie to nearly a million dollars yearly. 

veloped standards for mental hos- 
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pitals, inspected and rated them, and pro- 
vided a wide range of information and 
consultation services for them. It has set 
up a democratic assembly to help guide 
the association’s affairs, composed of repre- 
sentatives of district branches in nearly 
every state, Its membership, now over 
10,000, has doubled. It has acquired a 
new headquarters building in Washington, 
D.C. 

The psychiatrist leader also recom- 
mended that APA consider liberalizing its 
membership requirements. He stressed how 
fundamental were the contributions of 
many others in a total attack on mental 
illness such as neurologists, physiologists, 
biologists, pharmacologists, nurses, psy- 
chologists, social workers and others. He 
urged that these be brought into closer re- 
lationship with the association, if not as 
members, then at least in some meaningful 
fashion. They would broaden the outlook 
of psychiatry and strengthen the APA in 
its leadership role, he concluded. 

Dr. William Malamud, professor and 
chairman of the department of psychiatry 
at Boston University School of Medicine 
and chief of psychiatry at the Massachusetts 
Memorial Hospitals in Boston, is the new 
APA president-elect. He will take office 
as president a year hence. 

Two vice-presidents were elected: Dr. 
William B. Terhune, medical director of 
the Silver Hill Foundation, New Canaan, 
Conn., and associate clinical professor of 
psychiatry at Yale University School of 
Medicine; and Dr. David C. Wilson, pro- 
fessor and chairman of the department of 
psychiatry and neurology at the University 
of Virginia School of Medicine. 

The new secretary is Dr. C. H. Hardin 
Branch, professor and chairman of the de- 


partment of psychiatry at the University... 


of Utah School of Medicine, and the new 
treasurer is Dr. Robert H. Felix, director 
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of the National Institute of Mental Health. 

The association named three honorary 
fellows: Helena T. Devereux, founder of 
the Devereux Schools for exceptional chil- 
dren; Albert Deutsch, historian of psychi- 
atry and the treatment of the mentally ill, 
and George E. Bushnell, sovereign grand 
commander of the Supreme Council, 33rd 
Degree Scottish Rite Freemasonry, North- 
ern Masonic Jurisdiction, for a quarter of 
a century a staunch supporter of research 
in schizophrenia. 

Dr. Francis J. Gerty, professor and chair- 
man of the department of psychiatry at the 
University of Illinois College of Medicine, 
took office as president at the end of the 
meeting. 

* * * 


‘The 36th annual meeting of the American 
‘Orthopsychiatric Association will be held 
March 30-April 1, 1959 at the Sheraton- 
Palace Hotel in San Francisco. This will 
be the first AOA meeting on the west coast. 


‘NEWS FROM ABROAD 


Eight times more bachelors than husbands 
‘were admitted to British mental hospitals 
‘with schizophrenia, according to a statisti- 
cal review released in May by the Registrar 
General for England and Wales. 
* * * 

‘The number of psychiatrists in the Soviet 
Union has increased from 2,200 to 5,000 
since World War II, E. A. Popov, delegate 
from the USSR, reported at a psychiatric 
seminar sponsored in Denmark this spring 
by the World Health Organization. 


PUBLICATIONS 


‘The proceedings of a conference on day 
hospitals, held March 28-29, 1958 in Wash- 
ington, constitute a helpful guide for all 
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who are interested in the concept of pat 
time hospitalization. 

The illustrated booklet provides inf 
mation and recommendations on a thi 
retical rationale for the day hospital, p 
sonnel, activities (including sample week 
programs), physical facilities (including 
suggested layout), equipment, selection 
patients, and special features. 


the Architecture Study Group, Ame 
Psychiatric Association, 1700-18th 
N.W., Washington. 


* * * 


A guide for establishing fee polici 
voluntary psychiatric outpatient cli 
detailed in a study published recently | 
the Community Council of Greater Né 
York. 
It answers such questions as why, | 
whom, how and what fees should 
charged. 
A study of fee charging in New Yor 
City clinics, made in 1956 by the count 


wide pattern, however, led to thé 
lishment of guiding principles. Th 
contained in the new study, Guiding Pri 
ciples for Fee Charging in Voluntary Bs 
chiatric Outpatient Clinics. ye 

Copies are available for $1 each fro 
the Community Council of Greater 
York, 345 E. 45 St., New York 17. i 


New developments in research, the trai 
ing of psychiatric personnel and the ¢ 
treatment and rehabilitation of the 
tally ill are summarized briefly in a B® 
pamphlet issued by the National Institu 
of Mental Health. 
The pamphlet, called Facts on Ment 
Health and Mental Illness, also supp 


statistics on the mentally ill in the U.S. 
and on the cost of mental illness. To spur 
public action it lists jobs in the mental 
health field that need to be done. 

Single copies are free on request from 
NIMH, Bethesda 14, Md. Quantities are 
available at the rate of 10¢ a copy from 
the Superintendent of Documents, U.S. 
Government Printing Office, Washington 
25, D. C. 


* * + 


Cameron House, a San Francisco commu- 
nity center, is distributing a Chinese trans- 
lation of the popular National Association 
for Mental Health leaflet, What Every 
Child Needs for Good Mental Health. 


A new report on mental health clinics— 
their characteristics, geographic distribu- 
tion and professional staff—has been re- 
leased by the U.S. Public Health Service. 

The information it contains should be 
of help to local, state and national mental 
health program administrators, legislators, 
clinicians and mental health associations 
in charting the development of clinics. 

The report, titled Outpatient Psychi- 
atric Clinics in the United States 1954-55, 
18 published as Public Health Monograph 
No. 49 (Public Health Service Publication 
a 538) and is available for 60¢ a copy 
et the Superintendent of Documents, 
US. Government Printing Office, Wash- 
ington 25, D. C. 


* * * 


F a 100 agencies and individuals are 
Roi in a new Directory of American 
hee ological Services—1957 published re- 
eee y the American Board of Psycho- 
rei ervices. Individual and industrial 
ic ase are named, along with psychi- 
- Offerin, ae other medical institutions 
' Psychological services. 
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A new quarterly journal, International 
Social Work, made its appearance last 
January. It is published by the Inter- 
national Conference of Social Work and 
the International Association of Schools of 
Social Work. 

Volume 1, Number 1 contained the pro- 
ceedings of the 8th International Congress 
of Schools of Social Work, a report on the 
llth session of the United Nations’ Social 
Commission, articles on social work 
philosophy and international coordination 
of social services, and organizational news 
and notes. 

Subscription rates are $4 for North, 
Central and South America, $3.50 for 
Europe and the Middle East, $3 for Asia. 
The publication may be ordered from the 
International Conference of Social Work, 
Room 1017, 345 E. 46th St., New York 17. 


The American Group Psychotherapy As- 
sociation has published two separate ab- 
stracts covering the scientific papers pre- 
sented at its 1957 and 1958 conferences. 
These original papers serve as a compre- 
hensive survey of current work in group 
psychotherapy. The two abstracts are 
available from AGPA, 1790 Broadway, New 
York 19, for $1 each. 


More than 100 general hospitals are using 
Ford Foundation grants to offer early treat- 
ment of mental illness and thus relieve 
overcrowding in mental hospitals. 

Some, the foundation reports, have hired 
liaison psychiatrists to accompany the med- 
ical staff on regular hospital rounds and 
evaluate the emotional components of their 
patients’ illnesses. Others have opened 
psychiatric or mental hygiene clinics. 

The foundation holds that when a gen- 
eral hospital provides the proper facilities 
it is easier in many ways to treat mental 
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patients there than in a large specialized 
institution. There is less stigma attached 
to treatment, and the patient is nearer his 
home and his work. The mildly disturbed 
patient, the foundation notes, can visit a 
hospital’s outpatient clinic by appointment 
and continue to live at home and carry on 
with his family life and his job. 

The foundation presents this point of 
view in a booklet, The Difference It Makes, 
one of a series on activities supported by 
Ford Foundation grants. The booklet is 
available from the foundation’s office of re- 
ports, 477 Madison Ave., New York 22. 

* 


A booklet describing life in state mental 
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hospitals has been published by the New 
York State Department of Mental Hygiene, 
Called Give Them Your Hand, it is de 
signed to help the families of newly ad- 
mitted patients work with hospitals to 
promote recoveries. 

Warm, sympathetic and reassuring in | 
tone, the booklet explains what happens to 
the patient in the hospital and points out 
the role of the relative. Its theme is that 
after a patient is admitted, hospital and 
family must work together to make him 
well. 

A special edition for each New York 
State hospital contains helpful information 
about visiting days and other details. f 
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SAUL H. FISHER, M.D. 


The recovered patient returns 


When a patient suffers a psychiatric illness 
Serious enough to require hospitalization, 
this usually means a complete rupture in 
the social functioning of that individual. 
Not only is there a disorder. in his idea- 
tional, emotional and behavioral processes 
but both the illness and the hospitalization 
make it impossible for him to relate con- 
Structively to his friends and family and to 
perform socially and economically useful 
work. He is abruptly removed from the 
normal stream of social existence, and usu- 
ally remains so for a considerable period of 
time. 
he cumstances are fortunate and the 
ma peutie forces effective, the patient re- 
h Otte @ point where discharge from the 
Ospital is considered. At this point the 
paient 1s confronted with many overwhelm- 
= Problems. Usually he is not fully re- 
ered and is still plagued with thoughts 


to the community 


and feelings which remind him of the pos- 
sibility of a recurrence. He is aware of a 
feeling of failure, of a sense of shame and 
loss of self-esteem, and because of his illness 
is afraid to return to the community, to 
cope with the many demands and expecta- 
tions society will make upon him. He may 
be literally alone with no family to return 
home to. If he has a family, it may lack 
understanding and greet him with hostility. 
He is economically dependent, usually with- 
out a job. His illness may make it necessary 


——_————— 
Dr. Fisher presented this paper October 28, 1957 
at the 6th annual institute of the Mental Health 
Association of St. Louis. He is assistant professor of 
clinical psychiatry at New York University College 
of Medicine; assistant visiting neuropsychiatrist at 


- Bellevue Hospital; director of psychiatric services at 


the Institute of Physical Medicine and Rehabilita- 
tion, New York University-Bellevue Medical Center, 
and psychiatric consultant to the Fountain House 
Foundation. J 
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for him to learn a new skill or trade. 

The return of the mental hospital patient 
to the community is fraught with danger 
and anxiety, and many fail to achieve it, 
relapsing to the hospital within the first 
year of discharge. This problem has been 
intensified and emphasized by the recent 
dramatic change in state hospital statistics, 
where there has been a noticeable increase 
in discharge rate and a decrease in resident 
patient population. Whether this results 
from the effectiveness of the new drugs, or 
from increased appropriations for person- 
nel, or both, the fact remains that the prob- 
lem of rehabilitation, of assisting the dis- 
charged patient to integrate into the 
community—to bridge the gap between hos- 
pital and community—this problem is as- 
suming increased importance and urgency. 

Perhaps it would be well to examine in 
more detail this tragic and poignant cycle 
of illness, hospitalization and discharge. 
Rehabilitation is a philosophy; to be sure, 
a very valuable addition to the modern ap- 


proach to human ills. But it is also a tech-. 


nique or a series of techniques, without 
which attempts at rehabilitation would cer- 
tainly fail; and to develop technique, we 
must understand the' problems and the 
needs. The great success of rehabilitation 
in the physical disabilities is based not only 
on inspired humanitarian leadership but on 
a detailed and scientific understanding of 
the many problems and needs of the physi- 
cally disabled, of the differences as well as 
the similarities among the many types and 
etiologies. ‘The problems of a young ado- 
lescent paraplegic are different from those 
faced by an older, more mature individual. 
The problems of the brain injured are dif- 
ferent from those not so injured. The up- 
per extremity amputee presents problems 
different from the lower extremity amputee. 
Similarly, all the physical rehabilitation 
techniques in the world would be of no 
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avail if the psycho-social-vocational prob- 
lems were not treated. Recognition of all 
these problems, and attempts at their solu. 
tion—these, along with the wonderful hu- 
manitarianism and democracy contained in 
rehabilitation philosophy, have been re 
sponsible for its success, and continuing 
successes. i 

So it is with the psychiatrically disabled. 
Unless we are clear as to what kinds of ill 
nesses we are dealing with, unless we know 
what has happened in hospitals, unless we 
know what problems face the recovered pa- 
tient after discharge, rehabilitation becomes 
an academic exercise, or at best an exercise 
in humanitarian social welfare, and not 4 
dynamic process with a therapeutic impera: 
tive, whose aim is “to restore the individual 
to the fullest physical, mental, social, voca- 
tional and economic usefulness of which 
he is capable.” 

Patients who enter psychiatric hospitals 
do so for a variety of reasons and suffer 
from a variety of diseases. As a rule, when 
a patient exhibits gross disturbances in his 
thought processes, emotional expression of 
behavior, when it is considered by com 
petent psychiatrists that these symptoms t 
flect a serious disorder dangerous to the pè 
tient or to others, and when it is considered 
that the patient cannot be treated in En 
ambulatory situation, recommendation i$ 
made for hospitalization. The patient may 
enter voluntarily or he may be committed 
after certain legal procedures. $ 

The experience of hospitalization has dit 
ferent meanings for different patients. For 
some it is welcomed as a refuge, as an escape 
from a terrifying world. Most patients, 
however, react with great fear, seeing it as 
an incarceration, an imprisonment for a 
crime they feel is not a crime. This i$ 
fostered by the legal trappings surrounding 
commitment procedures, and by the all-too” 
prevalent impersonal and often primitive 
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attitudes manifested by those responsible 
for the commitment. Frequently this fear 
is labeled paranoid, when actually it em- 
bodies a reflection of the actual state of 
affairs that exists in so many of our state 
hospitals. In any case, the hospitalization 
is very threatening, representing the final 
rupture in the contact of the individual with 
social reality. However distorted his per- 
ceptions of reality may have been, he still 
was part of society. 

The illnesses from which the hospitalized 
patient suffers are varied. The majority of 
patients have what are called functional 
disorders, without known organic or toxic 
cause. Schizophrenia, manic-depressive psy- 
chosis, involutional psychosis and severe 
neurotic disorders make up the major por- 
tion of these illnesses. The organic and 
toxic psychoses are represented by the senile 
and arteriosclerotic processes and by alco- 
holism. 

The main problem today are the schizo- 
Phrenics, who make up more than half 
the admissions to mental hospitals. The 
precise cause of schizophrenia is not known. 
There is evidence that genetic factors are 
involved, although these factors by them- 
Selves cannot produce schizophrenia, only a 
tendency to it. Recent work has implicated 
piochemical and physiological factors, but 
oak there is nothing specific nor definitive; 

nd much of what is being observed may be 
Tesults of schizophrenia rather than causes. 
uch emphasis has been placed on early 
fantile experiences, where rejection by 
aa ae and trauma during the early 
fs os are held to produce a de- 

g0 development and a tendency to 
AA phenomena characteristic of 
era as Others have emphasized the 
C eae between the mother 
Psia penon eae the mother is seen as a 
sedeat whose integrity of personality is 
on the child, where the child is 
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captivated and engulfed, unable to extricate 
himself, unable to develop freely, and can 
escape only by means of a psychosis. Others 
have implicated the family structure and 
the intrafamilial environment in the devel- 
opment of schizophrenia. This view is de- 
rived from the finding that schizophrenics 
emerge almost exclusively from broken, 
severely disturbed or eccentric homes and 
from intensive studies of the family milieus 
in which these patients grow up. Children 
raised in such families are trained to irra- 
tionality and become prone to find refuge 
through denial of reality and altering their 
perception of it. 

Still other researchers, taking a broader 
approach, have attempted to correlate 
social class and culture with schizophrenia, 
For example, in one community it has been 
found that treated schizophrenics of the 
lowest social class are nine times as frequent 
as those of the two upper social classes. 
This same study showed that the treatment 
of all mental patients, particularly of schizo- j 
phrenics, is radically different in the differ- 
ent social classes. Upper-class patients are 
diagnosed and referred for treatment earlier 
than lower-class patients. | Upper-class 
schizophrenics are usually referred through 
medical channels, while lower-class patients 
are referred through legal and social chan- 
nels. The upper-class patient is the only 
one who may get the benefit of prolonged 
intensive psychotherapy. The lower class 
is, at best, subjected to organic therapies, 
and often, particularly if first attempts fail, 
receives no treatment at all. 

Whatever the factors “causing” psychi- 
atric illness, whether hereditary and biologi- 
cal, psychological or social—and probably 
all three must interact to produce the final 
outcome of psychosis—it is certainly true 
that social factors play a very important 
role. 

In the hospital the patient will meet with 
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a variety of experiences. The caliber of 
most state hospitals has been improving, 
although it is still shamefully low. Of the 
mental hospitals in the United States 
studied by the Central Inspection Board of 
the American Psychiatric Association, few 
have merited unconditional approval. Men- 
tal hospitals have only 56% of the number 
of beds needed to provide good patient 
care. This is in spite of the increase in 
average daily expenditure for psychiatric 
patients in state hospitals from $1.06 in 
1945 to $3.26 in 1956. Compare this with 
the $10.08 a patient-day spent by the Vet- 
erans Administration and the $24 a patient- 
day in good general hospitals. 

The patient, then, enters a crowded hos- 
pital with insufficient personnel and is 
likely to be treated with physical means, 
such as electroshock, insulin coma, psycho- 
surgery and, more recently, tranquilizing 
drugs. Psychotherapy has been minimal, if 
it is provided at all, and occupational, recre- 
ational and rehabilitative therapy has been 
of a very low caliber. If the patient re- 
sponds to such therapy, well and good; if 
not, he is relegated to a chronic or back 
ward, where he receives no attention except 
the most primitive custodial care and where 
he deteriorates as a personality. 

In recent years psychiatric hospitals have 
been studied as social units, and it has been 
shown that hospital organization, the roles 
of the individuals in the hospital, and the 
functioning of the various subparts of the 
social structure have a bearing on the thera- 
peutic course of the patient and can explain 
many of the symptoms patients show in the 
hospital. We now know that in the best 
existing hospitals extremely regressed schizo- 
phrenics are rare, while the agitated and 
deteriorated schizophrenics are more fre- 
quently found in the back wards of unsatis- 
factory hospitals. Social factors, then, play 
a very important part in the therapy and 
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hospital experience of the mental patient. 

If conditions have been fortunate, the 
patient improves. There is an amelioration 
of symptoms, better contact with reality; 
and after a period of time, the patient is 
considered for discharge. The decision for 
discharge is not only a medical decision; it 
is a social one as well, just as the decision 
for hospitalization is based on social as well 
as medical reasons. The disease may not 
have been changed, but the patient's be 
havior has, so a reverse process takes place, 
The patient is not “cured,” as a rule, and 
he still may have symptoms. There is 
nothing unique about this in medicine. Pa 
tients with tuberculosis may be “arrested,” 
but not cured. A diabetic may be hos 
pitalized for diabetic coma or shock, treated 
and restored to equilibrium, and dis 
charged, yet the diabetes is not “cured” in 
the sense of being eliminated forever. The 
patient with heart disease may decompét 
sate and suffer heart failure. When the heat! 
failure is treated, the patient is discharged: 
but still with heart disease. 

So it is with psychiatric patients. The 
process may be arrested or compensated, $ 
that some degree of functioning is possible. 
This permits discharge, but it also reminds 
us that unless conditions after discharge 31° 
favorable a relapse may occur, and the pr 
tient will be re-admitted to the hospital: 
About 30% experience this the first ye 
after discharge. 

We arrive, then, at the main theme of 
this paper, the point where the recov 
patient returns to the community. What 
problems does he face, and what factori 
determine whether he will remain in the 
community or relapse back to the hospital? 

The first factor is the patient himsel F 
There are varying degrees of illness, as well 
as varying degrees of health. Some patien“ 
have been ill since childhood and neve 
have had the opportunity for normal soo?” 
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_ ization experiences. Others have lived rea- 
| sonably productive lives and have become 
| illin adult life. The type of illness is also 
| a factor, so that the prognosis in the cata- 
' tonic patient is better than that of the para- 
noid. 

Another important factor is the duration 
of the hospital stay. Studies indicate that 
the longer the stay in the hospital, the less 
chance there is for the patient to recover 
_ both medically and socially. The recent 
introduction of the tranquilizing drugs 
_ such as chlorpromazine and reserpine have 
significantly influenced hospital population 
_ Yates and discharges. Since 1917, when na- 
tional statistics were first collected from 
mental hospitals, there has been a rise of 
almost 10,000 hospitalized mental patients 
a year. Following the widespread use of 
these new drugs in 1956, for the first time 
M approximately 200 years of the history of 
public mental hospitals in the United States, 
mstead of the expected increase of 10,000 
Patients, there was a reduction of over 7,000 
| patients. In New York there was a 23% 
_ increase in discharges from state mental 

hospitals between April 1955 and April 
1956, It would be a mistake to attribute 
this to the drugs alone. Coincident with 
the use of drugs, there has been an increased 
appropriation for personnel. Also, the 
drugs, by suppressing many of the symptoms 
of psychiatric illness and by modifying be- 

avior, permit the healthy forces in the 
aie and the socializing forces in the 
| eoar function. Patients become com- 

N ive, and psychotherapy and reha- 
The SS procedures are more possible. 
in of of the staff is improved and this 
i Roa asa beneficial effect on the patient. 
; infectious, while hopelessness 
the 230, alizing. To emphasize this point, 
A Se increase in discharges in New York 
Paden mpanied by only a 0.5% drop in 

: population, which means that pa- 
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tients are still being admitted to the hos- 
pital and the drugs are not yet preventing 
this. Also, from 1955 to 1956 there was a 
5.7% increase in resident population in 
Tennessee and a 4.5% increase in Mary- 
land. So the drugs, by themselves, are not 
magical. 

The fact that drugs can influence the 
duration of hospital stay is of tremendous 
importance, however, for this improves 
prognosis and should improve the ability of 
schizophrenics to be resocialized and re- 
habilitated. This, of course, remains to be 
seen. 

The duration of hospital stay is deter- 
mined not by medical considerations alone 
but by social factors as well. The existence 
of a family which is willing to accept the 
patient home is a very important factor. 
The absence of a family strongly militates 
against the eventual recovery of the pa- 
tient. It was pointed out earlier that social 
class plays a significant part in all aspects 
of schizophrenia, and it also does in the 
social rehabilitation of the mentally ill. In 
the study referred to, social rehabilitation 
was rare in the lower social classes but not 
uncommon in the upper classes. 

Many reasons have been delineated for 
relatives’ not accepting a patient, mani- 
fested by lack of visits to the patient while 
in the hospital or refusal to accept him 
home after discharge. Some of these reasons 
are: 


1. Anxiety and guilt about the patient. 
2. Stigma attached to mental illness. 


3. Contact with the patient is embarrassing 
or painful, bringing back unpleasant mem- 
ories of the difficult period when the pa- 
tient first became ill; or visits are not con- 
sidered beneficial by the relatives because 
the patient rejects them, fails to recognize 
them or denies that they are his relatives. 
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4. Long periods of separation from the pa- 
tient result in-a loss of interest on the part 
of the family; frequently, the patient’s re- 
sponsibilities in the home are taken over by 
another member in his absence, with the 
result that the patient gradually loses his 
place in the family. 


5. Difficult personal adjustments and finan- 
cial burdens are associated with the pa- 
tient’s return. 


6. The patient lacks normal identification 
with his parents and is unable to establish 
close family ties. 


7. Difficulties in transportation. 


8. Discouragement about the patient’s lack 
of progress, and a final decision that it is 
“better to forget him completely,” some 
relatives adding, “as though he were dead.” 
One observer has stated that the denial of 
the patient’s existence by the family may 
bring about his death in the institution. 


In recent years I have had the opportu- 
nity to work with a talented artist who suf- 
fered a schizophrenic breakdown at the age 
of 29, was hospitalized for nearly ten years 
in state hospitals, and despite a variety of 
physical therapies made no improvement. 
He was relegated to a back ward as hopeless, 
and his family was so informed. He spent 
his time literally walking around in circles, 
One day he stopped in his aimless and 
bizarre behavior, and said to himself: 
“Either you go up or you go down. You 
have no more to give to this.” He decided 
to go up, and from that moment his drive 
was to rejoin society, to become part of it 
and to give to it his talents. He deter- 
mined to get out of the hospital, seek treat- 
ment and get well, His recovery in the 
hospital was dramatic, and within ten days 
he was discharged home to the care of his 
father. He sought treatment in a clinic, 


468 


came under our care, and we have been 
working together since. He is not com} 
pletely well, but he is working very well, is} 
self-sufficient, very productive and increas 
ingly creative in his own work. Socially he 
is quite active and has many friends. No 
one could guess his history. 
Detailed study has revealed that this 
man’s mother had never visited him in the 
hospital and that she died about a year be} 
fore his spontaneous recovery. It took him 
that long to accept the fact that she was 
really dead and that what he wanted of her} 
he could never get. This is an unusual} 
case, but illustrative of the point I am oy) 
ing to make. k 
Of course, there are other factors which 
operated in this man. For in him, as M 
many patients, there was health, some 
source of talent or capability, some tie with 
normal living, which could be drawn upon 
when the time came. There is a struggle} 
between health and illness in psychotic p* | 
tients, and given the right conditions the 
health will emerge. In treatment and i) 
rehabilitation we must be concerned witi | 
this health, to seek it out, to foster it am 
encourage it. That is why, too, when thit 
is known and observed, real empathy and 
respect can be developed for the men y 
ill, at times far more than for many $% 
called normal and successful people. The 
Psychotic person at least is struggling WY > 
values, goals, feelings, while many social!) | 
successful people are really empty shells of 
at best have accepted without question | 
values and goals which are selfish and often l 
destructive. Profound wisdom can W 
learned from illness. i 
The discharged patient, then, is on 
fronted with a family, accepting or reje 
ing, or no family at all. But the family 8 
not the only obstacle he must hurdle. Hes 
discharged also to a neighborhood, 4 com | 


munity, and perhaps to a work situati! 
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with employers and fellow workers. Studies 
in England have shown that the chief fac- 
tors determining success following discharge 
lie in the acceptability of the patient's ill- 
ness in the eyes of his family, his fellow 
workers and his neighbors, in that order of 
importance. A recent study from Jugoslavia, 
a communist state where emphasis on work 
is so obviously stressed, indicated that the 
most common sources of difficulty lay with 
plant managers and fellow workers. In 
this country, most people are concerned 
with being like their neighbors, and being 
different is very painful. In France, how- 
ever, it is stated that being like their neigh- 
bors is painful, and most Frenchmen strive 
to be different. 

Apparently cultural factors play a part 
here, but we can safely say that negative 
attitudes and hostility on the part of the 
community pose very difficult obstacles to 
recovery. A history of mental illness is seen 
as a stigma, a reason to be shunned. Nor- 
mal friendships are difficult to establish, 
and jobs are very difficult to obtain. Em- 
Ployers are happy to support mental health 
Projects with funds and time and. energy 
but react quite differently when they are 
approached to hire a previously mentally 
ill person. 

One would suppose that education could 
€asily overcome these attitudes. An at- 
tempt was made recently, under controlled 
Conditions, to change a community's nega- 
tive attitudes toward mental illness and the 
Mentally ill by means of an intensive edu- 
‘ational program. When the study was 
completed, to the great surprise and chagrin 
a m researchers, no change was effected 
aa ese attitudes. In fact, in many in- 
i. ces the attempt was resented. This led 
. Some soul-searching on the part of the 
nvestigators, and they came up with a 
Startling observation. They had started the 
Program on the assumption that the nega- 


Return to the Community 


FISHER 
tive attitudes toward mental illness and the 
mentally ill were irrational. Actually they 
found that many of these attitudes reflected 
a knowledge of the state of affairs in the 
local state hospitals at that time—over- 
crowding, incarceration, poor treatment or 
lack of it, and a hopeless outlook. No 
wonder the townspeople resented the pro- 
gram. In essence they were being told to 
believe otherwise than what they knew to 
be the truth. 

Fortunately, we are in a better position 
today. Hospital conditions are improving. 
Treatment of mental illness is more hope- 
ful. And with the development of rehabili- 
tation programs the outlook will be even 
better. But this does emphasize ‘the tre- 
mendous responsibility we have, for what 
we promise and what we do will reflect on 
the attitudes of the general public. Edu- 
cation without precept and proof will be 
largely ineffectual. 

Having touched on some of the problems 
facing the recovered mental hospital pa- 
tient and his return to the community, we 
now raise a question: What is currently 
being done and what can be done to help 
the patient reintegrate into his family, job 
and community, and to prevent relapse and 
re-admission to the hospital? Time does 
not permit a complete review, but perhaps 
a few examples will crystallize our thinking. 


1. Rehabilitation must begin in the hos- 
pital, from the very point of admission. 
Attitudes of personnel toward the patient, 
the social organization of the hospital, and 
rehabilitation activities in the hospital are 
of tremendous importance. Much has been 
learned in recent years, and excellent pro- 
grams have been instituted in several hos- 
pitals. Pilot studies such as that being 
carried out at the Boston State Hospital, 
with the support of the National Institute 
of Mental Health, will be of tremendous 
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value to all hospitals. Most state hospitals, 
however, have not yet utilized what knowl- 
edge we do possess in this area. 

It should be added that problems such as 
the size and location of psychiatric hospitals 
are pertinent to rehabilitation. It is gen- 
erally agreed that the tremendous size of 
state mental hospitals, and their isolation 
from the community, lead to failures both 
within the hospital and in the hospitals’ 
relations with the community. 


2. Concern with the family should begin as 
soon as the patient is admitted. Negative 
attitudes should be countered and every 
effort made to enlist the aid of the family. 
Active psychiatric social work, as well as 
group therapy and education with members 
of the family, are common means of accom- 
plishing this. I have emphasized above 
how crucial this step is. 


3. Where no family exists, or where the 
family is completely rejecting or is rejected, 
substitutes can be provided. Volunteers 
can assume this function in the hospital and 
are very valuable in providing a link be- 
tween the patient and healthy individuals 
from the community. They should be 
properly educated and oriented so that they 
can understand the needs and problems of 
the patient and work harmoniously with 
the hospital personnel. 

Another method is to utilize foster homes 
for the patients. This link can be started 
while the patient is still in the hospital. 
While pilot studies indicate the value of 
such a program—in New York the recovery 
of family-care patients averaged 30% higher 
than those in institutions, and to the doc- 
tors’ surprise some 14% of those for whom 
no improvement was expected were dis- 
charged as convalescent or recovered—this 
method has not found as wide acceptance 
as it should. 
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That the psychiatrically handicapped 
person can live and work in normal sur 
roundings has been demonstrated by the 
village of Gheel in Belgium, where a tradi- 
tion of home care has been maintained 
since the early Middle Ages. Today a small 
mental hospital of 175 beds acts as the 
center for supervision of over 2,500 men 
tally-defective and psychotic patients who 
live in the households of the surrounding 
countryside. The foster parents are mostly 
farmers (a few are shopkeepers and arti 
sans) who receive the equivalent of $5 to 
$10 a week toward upkeep. One can ob 
serve patients at work on the farm and at 
home, and they get along fine. In this 
tolerant setting some patients spontaneously 
recover, but it is felt that more would if the 
occupational therapy were more deliberate 
and if the religious tradition behind this 
program did not lead to patients being té- 
garded as recipients of charity, as pitiful 
but inferior beings. Such an attitude seems 
likely to perpetuate feelings of dependency 
rather than to encourage patients to reas 
sert their social independence. 

Another possibility is the development 
of residence clubs, such as Quarters House 
in San Jose, Calif. Supported by a research 
demonstration grant from the Office of Vo: 
cational Rehabilitation, Quarters House $ 
a residence for patients who have no home 
who are discharged from the 4,200-bed Ag 
news State Hospital nearby. Residents are 
admitted for a maximum of twelve weeks 
during which a staff of two profession 
workers provides supportive counseling 4” 
assists residents in finding suitable employ’ 
ment. During its first six months of opel | 
tion, Quarters House admitted 15 resident | 
who had been hospitalized an average ® 
more than three years. At the end of s# 
months five had obtained permanent ¢ 
ployment; two others had temporary jobs | 
but earned enough to move out of thea 


House. Of the three unable to find em- 
ployment, two were on public assistance 
and the third was living at home. Two 
were still at Quarters House. 


4, The importance of work in the preven- 
tion of deterioration of chronic mental hos- 
pital patients has long been known and has 
found support by psychiatrists since the days 
of Pinel in 1801. But work is valuable not 

- only as a preventive for deterioration but 
as a vehicle for social rehabilitation. Work 
is a source of satisfaction, a release from 
tensions, a source of self-esteem and status. 
Galen, in 172 A.D., wrote: “Employment is 
nature’s best physician, and is essential to 
human happiness.” 

This past summer I had the good fortune 
to familiarize myself with work programs 
in European hospitals. In England much 
emphasis is being placed on occupational 
treatment of chronic psychotics, with im- 
portant research in this area supported by 
the Medical Research Council, Maudsley 
Hospital, and the department of psychiatry 
at the University of London. A workshop 
18 set up on the hospital grounds, and the 
work done is not “craft” work or diver- 
sional but contracted for by local industry. 
Dr. Carstairs, in charge of this study, be- 
lieves that work is most effective when it 
corresponds as closely as possible to the 
Conditions prevailing in contemporary so- 
ciety. This has been demonstrated in the 
treatment of mentally defective as well as 
chronically psychotic patients. 

a phe interesting feature in England 
if 1e existence of Industrial Rehabilitation 
E to which anyone with a work prob- 
he can be referred. There are eleven of 
ee throughout Britain. Essentially they 
einer elaborate workshops run by pro- 
ee as well as technical personnel. 
Rid s with all types of disability are ac 
| including psychiatric, provided 
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they are suitable to the 12-week course. The 
course has two main objectives: first, to 
help those who have been oat of work for 
some time (usually as the result of illness) 
to become gradually used to working con- 
ditions and to make them fit to do a full 
day’s work; second, to find out whether they 
can still do the job they used to do before 
illness, and if not to find out what other 
kind of work they are best able to do. Here 
too the work is contracted for with local 
firms. 

There are many other programs in Eu- 
rope—in France, Holland and the Scandi- 
navian countries—and each seems to be 
patterned by social and cultural traditions 
peculiar to each country. Thus, in Dutch 
hospitals, Calyinist traditions of responsi- 
bility and duty are emphasized, and this has 
led to a certain authoritarianism and puni- 
tive quality in their attitudes. In Scandi- 
navian countries, however, full occupation 
has been combined with a libertarian policy 
to such good effect that in the Dikemark 
Hospital in Oslo and the State Mental Hos- 
pital in Kleppur, Iceland, for example, sed- 
ative drugs are used very little for chronic 
patients, and E.C.T. not at all. 

In the United States work programs have 
been instituted in many hospitals, some us- 
ing remuneration as an incentive. Most 
of the patients work at jobs which are part 
of hospital duties—gardening, kitchen, 
cleaning and office work. Veterans Admin- 
istration hospitals have been quite advanced 
in such programs. There is very little, how- 
ever, in the way of sheltered workshops for 
the psychiatric patient. Altro Workshops 
in New York, formerly devoted to tuber- 
culous and cardiac patients, have recently 
accepted psychiatric patients, but this is the 
only agency with which I am familiar that 
does so. 

The Office of Vocational Rehabilitation, 
since the passage of the Barden-La Follette 
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Act in 1943, has provided assistance to the 
psychiatrically disabled as well as the physi- 
cally disabled. In 1955, 742 persons with 
psychosis were rehabilitated through this 
agency. Of these, 91.8% were unemployed 
when accepted, 52.2% were dependent on 
their families for major support and 11.6% 
were on relief. They received guidance, 
counseling and placement, with about one- 
third receiving vocational training as well. 
The annual earnings of the group before 
rehabilitation was $63,000. One year after 
rehabilitation the estimated annual earn- 
ings of the 742 persons was $1,541,600. 
This is a selected group, but is a good index 
of what can be done. The economics are 
impressive, but who can calculate the 
human gains implicit in these figures? 
With the aid of a modest grant from the 
same Office of Vocational Rehabilitation, 
the Rehabilitation Center of Greater St. 
Louis is now engaged in an experimental 
project providing occupational therapy, 
pre-vocational work experience and related 
services to mental hospital discharges. The 
interesting aspect of this experiment is that 
these patients are being served by a center 
that primarily serves the physically handi- 
capped. This is a healthy trend, because 
advanced rehabilitation centers for the 
physical disabilities usually have good psy- 
cho-social-vocational services which can be 
used for the mentally ill, and the mixing 
of the two groups should be good for both. 


5. One of the most difficult problems the ex- 
patient faces upon return to the community 
is that of finding: friends and companions 
with whom he can begin to recreate the 
kinds of relationships which are an impor- 
tant part of most people’s lives. The dis- 
charged patient is frequently shy and pain- 
fully self-conscious in the presence of others, 
He frequently feels anxious, rejected or em- 
barrassed by the behavior of perhaps well- 
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meaning people when they discover that he | 
has been in a mental hospital. Many pa | 
tients will not or cannot seek out compan: | 
ions, and so retreat into painful social iso, | 
lation. To overcome this difficulty, social | 
clubs of ex-patients have been organized, 
One such program, the Fountain Hous | 
program, has been in existence since 1948, | 
This began as a social club, but in recent f 
years has grown into a more comprehensive | 
rehabilitation center, including group a 
tivity in the community and pre-vocational 
training. Other clubs exist, such as Re | 
covery, Inc. in Chicago and one connected | 
with the Chicago Community Clinic. The | 
effectiveness of these clubs must be meas | 
ured not only by whether re-admission rates 
are appreciably diminished, but also by 
whether they enhance the continuing Pye 
chological growth of patients by weaning | 
them away from the club into other com | 
munity organizations. Fountain House 1$ | 
in the process of accumulating such data f 
and it should be valuable for similar groups | 

An important feature of Fountain House } 
is its organization. Based as it is on a group 
activity program, it can multiply in num j 
ber of groups, limited only by funds and | 
personnel. Also Fountain House, as 4” 
model, can be easily duplicated in othel 
towns and cities, without unreasonable cost, | 
Centered in the community, it serves as an 
effective bridge between the hospital and 
the community. } 

Because of limitation of time and subject f 
I have said nothing about psychiatric treat i | 
ment after discharge, nor the newer typ% 
of hospital care such as open door, day hos 
pital and night hospital. The programs © | 
have mentioned are concerned with the 50 
cial and vocational rehabilitation of he j 
recovered or the chronic psychiatric patient | 
An overall review points up the criticis® | 
that these programs tend to approach } 
problems of such patients in a fragmentet | 
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fashion, and many of them lack a research 
orientation which is so necessary for self- 
evaluation and communication to others. 
If we can learn anything from experience 
with the physically disabled—and we should 
because it has been so effective—we should 
aim to satisfy not only the isolated needs 
of the ex-patient but to integrate services 
on all levels. The idea is to treat the pa- 
tient as a totality, not as a series of parts, 
and only a truly integrated program can 
achieve this. This would require close co- 
ordination between the hospital, the re- 
habilitation center and the community, and 
this can be achieved only with the full co- 
Operation of all governmental, community 
and private agencies. 
I have attempted to describe the social 
aspects of psychiatric illness, from onset to 
hospitalization to treatment to discharge 
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and return to the community. I have done 
so because these social factors have such a 
bearing on our thinking about rehabilita- 
tion. They do not conflict with biological 
or psychological treatment; rather, they 
complement, and make treatment more ef- 
fective and permanent. i 

In closing, I’d like to quote from that 
rationalist Greek physician, Hippocrates, ` 
the Father of Medicine, who wrote an 
aphorism, part of which must be familiar 
to you: “Life is short, and the art long; the 
occasion fleeting, experience fallacious, and 
judgment difficult. The physician must not 
only be prepared to do what is right him- 
self, but also to make the patient, the at- 
tendants, and externals cooperate.” I sub- 
mit that this aphorism correctly expresses 
our purpose in rehabilitation. 


Notes on rehabilitation 


The particular meaning we are attaching to “rehabilitation” derives from the following 


assumptions: 


l. The disability associated with psychotic mental illness is enormous. 


2. The illness and the associated disability are not necessarily homogenous or synonymous. 


3, Disability is only in part intrinsic to the illness. 


4 Disability is in large part an artifact of extrinsic origin. 


5. Since the disability is an artifact it is not inevitable and something can be done about it. 


6. The factors which produce disability are multiple. 


7. The multiple extrinsic factors have a common origin in traditional attitudes toward _ 


the mentally ill in our culture. 


Most of these seven assumptions are just consequences and elaborations of the one cen: 
tral assumption that much of the disability associated with psychotic illness is not a part 


7 the illness as such.—Robert C. Hunt, M.D., Hudson River State Hospital, Poughkeepsie, 
pY: 
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J. H. KAHN, M.D., D.P.M. 


Community responsibilities 


for mental health 


I wish to start with the simple thesis that 
the community is an extension of the fam- 
ily. This is self-evident when we consider 
that the first community that any individual 
knows is himself and his mother—a minia- 
ture community bound together first by a 
physical union and then by ties of affection. 
We can trace the development of additional 
ties that successively include father, brothers 
and sisters, and other relations; and then a 
wider community of school, neighbourhood, 
Occupation, town, country, political, recrea- 
tional, cultural, national and, finally, inter- 
national—the community of the human 
race. 


Dr. Kahn, who is a psychotherapist in the depart- 
ment of psychiatry at the University of Leeds and 
consultant on child psychiatry to the Leeds regional 
hospital board, delivered this paper November 6, 
1957 at Nelson at the inaugural meeting of the 
National Association for Mental Health for East 
Lancashire. 
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But one could start in another way” | 
studying the community as existing in i6 
own right, and having structure—with the 
individuals forming part of that i 
The community offers the individual a 
tain advantages—protection from the ha 
ards of nature and from attack by othe) 
communities—and in return it demanti 
the observance of certain standards aM 
rules of behaviour. A community 
upon in this way puts limits on the serv! a 
it offers to individuals. It first seeks 
protect its own existence. ol 

The view that we take of this mead A 
community organisation will result a 
and be influenced by, the standpoint a 
which we make our observations. PO A 
cians, historians, economists, anthro P a 
gists, sociologists, philosophers and relig! his 
thinkers all make their contribution t° ~~ 
study of our community structure. 


Psychiatrists mostly work with the indi- 
vidual and therefore when they think of 
the community they think of the impact 
that the community makes upon the indi- 
vidual and of the way each individual life 
is shaped by the responsibilities that the 
community imposes upon the individual. 

No one viewpoint is self-contained, and 
the resultant views taken of the responsibil- 
ity of community to individual and indi- 
vidual to community are reflected in the 
ethics of the age and in the culture in 
which we live. 

Cultures have varied and do vary in the 
degree to which the community is prepared 
to provide for those of its members who are 
unable to provide for themselves. Histori- 
cally, we see communities develop as the 
complexities of agriculture, manufacture 
and trade make it impossible for each indi- 
vidual or each family to be self-sufficient. 
Communities increase in size with the in- 
crease in specialisation of function and the 
use of natural resources. Living together 
brings out conflicting interests between the 
individual and the community as a whole. 
The care of the dependent may be looked 
upon as a burden. Some primitive com- 
Munities did not accept this burden and 
left their sick and aged in the forests to die. 
We tend to measure the advance of civilisa- 
tion by the progress in acceptance of respon- 
sibility for the weak. Yet even in our own 
a we have seen, in some quarters, the 

Ate as a community exalted above indi- 
vidual human life. Everywhere there is 
os, ble the community structure be- 
cn. acceptance of provision for the 
pica S of dependent individuals on 
oa and the wish to disown this re- 

y on the other hand. 

eee like to discuss the problem today 
fe lec: eae point of the development 

a ividual’s personality. We can 

Personality in many ways and in fact 


Community Responsibilities 
KAHN 


an important work on personality devotes 
its first chapter to fifty different definitions. 
I shall not take any one of the fifty, but I 
shall adopt, and slightly adapt, one of the 
definitions in the Oxford English Diction- 
ary: “Personality is the assemblage of quali- 
ues that makes each individual unique.” 
The qualities I shall discuss will be under 
three headings—physical, intellectual and 
emotional—physical referring to body struc- 
ture, intellectual referring to inborn capac- 
ity rather than actual educational attain- 
ments and emotional referring to the 
feeling part of mental life or the capacity to 
love and hate and to enter into relationships 
with other individuals. 

I start with these three qualities because 
it is in these three aspects of life that we 
may be inadequate or in which we may be- 
come ill. We start with a certain inborn 
level of potentialities in all these qualities 
and we develop them or not up to the limits 
of those potentialities according to the way 
in which we are fed—that is, fed with physi- 
cal, intellectual or emotional food. We all 
start dependent, completely helpless, need- 
ing protection for our very survival. Life 
begins in a state of complete dependence 
within the womb and proceeds from that 
state from birth onwards towards some de- 
gree of independence, an independence 
which is never completely achieved. In the 
early stages there are certain basic needs and 
perhaps we could call them basic rights. 
There are the material needs—food, cloth- 
ing and shelter, and care and protection 
from injury and disease, and a more com- 
plex kind of care if injury or disease actu- 
ally occurs. Above all this there are three 
further basic needs: 


1. Love—as of right and not dependent 
upon any particular type of behaviour. 


2. Outlets for expression of the individ- 
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ual’s ability in a manner appropriate to 
the age and individual qualities. 


3. Standards of behaviour. 


To be able to give all three is acceptance; 
to deny any one of them is a degree of 
deprivation. We may see individuals with 
every material possession, and with the most 
complete physical care, who suffer in their 
personality development from the lack of 
one of these three basic needs. We learnt 
much in the nineteenth century about our 
material needs and our standards are much 
higher now than then with regard to food, 
clothing, hygiene, housing and the care of 
physical illness. The care of physical ill- 
ness had in the past been an individual or 
family affair. It has gradually become a 
community responsibility. Perhaps starting 
with the care of infectious diseases, which 
are a danger to the community, services 
were provided as much to protect the com- 
munity from the ill person as to provide 
comfort for him, Eventually both needs 
were met by the same process. The idea of 
public responsibility and public health has 
spread and now, under the provisions of 
our National Health Service, most of the 
treatment of physical illness is provided for 
the individual by the community. Not only 
care of illness but its prevention and the 
attempt to raise the standard of health has 
become a communal concern. Reduction 
in maternal and infant mortality and the 
virtual elimination of certain infectious dis- 
Cases, together with the discovery of effective 
treatment for many once fatal diseases, have 
become possible through co-operative ef. 
forts of the community, and this is revealed 
in what we used to mean by the term “vital 
Statistics.” It has a different meaning now! 

The very success of the physical care of 
children has led us to see some deficiencies 
which were formerly overlooked, and other 
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deficiencies that have been created by our 
too close attention to other matters are now | 
becoming evident. Health is not physical 
well-being alone. It includes mental and 
social well-being too, and the material out | 
of which we built our mental and social 
health is the three basic needs of love, out 
lets and standards. It is love which enables” | 
us to give the other two—outlets for ex” 
pression of individuality and the limits | 
within which to be safe. There are com | 
flicts over these two needs, within the family | 
as within the community and within the | 
individual as within the family. The con | 
flict is between desires for dependence and | 
independence, Each party may seek the” 
advantages of both states at the same time, 
The child seeks to assert its own will and 
individuality, from an early stage—striving 
towards independence, yet regressing from l 
time to time to utter dependence. The pat | 
ent, as later does the state, demands obedi- | 
ence to certain standards, and sometimes 
the parent wishes to withhold independenci 
and sometimes to impose it on a child ing 
sufficiently mature. ‘There are inconsist 
encies on all sides. There is within the 
family a play of forces arising out of thé | 
conflict between the strivings for independ: { 
ence and the accompanying dependent | 
needs. Family structure develops in # 
framework of give and take. It is a happii 
family where there is mutual respect be” 
tween parents and children, where parents | 
can respect the individual personality 9% 
the child and where the child is able © 
honour his father and mother. Such, ae 
the families which are the bulwark of oUF | 
nation and which provide the basis for all | 
communal organisations. ‘es 

I have mentioned dependence and inde- 
pendence. Independence should not be the 
final aim, although it often is. It has becom® 
held out as a virtue to be admired and it ® 
the declared ideal in some national cultur® | 


There is, however, a further stage which a 
mature individual can attain—the stage of 
interdependence. There is the interdepend- 
ence and mingling of personality in mar- 
riage and there is the interdependence in 
social and occupational life. This stage is 
not reached by all and some do not even 
seek it. Not every marriage is a partner- 
ship and not every individual can give re- 
spect to colleagues, superiors and subordi- 
nates at work. Some seek to dominate. 
Some seek the safety of subservience and 
others retire from any relationship that can 
be at all avoided. It is those who can find 
satisfaction in their interdependent rela- 
tionships who can give the community the 
strength for its increasing obligation. They 
are able to extend their concern beyond 
the immediate family group through a sur- 
plus of parental or filial love. The exten- 
sion of acceptance of obligations needs the 
Tecognition of the inequality of the distri- 
bution of ability and of differing individual 
Capacities for independence. We are un- 
equal in physical potentialities and capaci- 
ties and also unequal in intellectual and 
emotional potentialities and capacities. 
Not only are we unequal at the start, but 
We also depart from our own levels in the 
disturbances that we call illness. 

In the treatment of illness we began, as 
a community, with the acceptance of the 
care of physical disease and have extended 
Our care to those suffering from mental ill- 


n 3 x 
ess. We are now extending it to those 


Who have never been well and to those who 
Be e are in physical, intellectual and 
actors—people whose needs are 
Seater than their resources. 
e have repeated the process of provid- 
RE and other services more to re- 
on oe mentally and socially ill paon 
he te community rather than to ‘direst 
We i towards the “patients. 
een more concerned to remove 


ing 
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the burden, and sometimes the danger, from 
the family and from the community than 
to study the individual needs of those af- 
fected. Hospitalisation has found justifica- 
tion, too, in the very growth of knowledge 
of processes for dealing with these prob- 
lems. But hospitalisation and the com- 
munity services have led to a breakdown. 
or diminution in personal and family re- 
sponsibility for some of the dependent 
stages of each individual’s life. Some prob- 
lems have been increased by the very proc- 
esses adopted to improve the standards of 
the community—for example, to improve 
standards of hygiene, housing schemes have 
been necessary; but in the process of re- 
housing, communities have been broken up _ 
and re-settled. The closely packed and un- 
hygienic areas had, however, qualities that 
were not all bad and we have destroyed 
bonds that we did not know existed. 

The problem of older people, increasing 
in numbers because of increasing longevity, 
is that they are no longer looked upon as 
the carriers of our culture. There has de- 
veloped a cultural gap between the genera- 
tions when older people have found them- 
selves unequal to the technical progress of 
the electronic age. The problem is increased 
where new housing areas become occupied 
almost exclusively by young adults, and 
where there is no room for the old people 
within the home or as close neighbours. 
New communities thus formed are sepa- 
rated from their natural roots and natural 
ties, and we are losing the continuity of 
the generations where older people may 
hand on traditions of the past that still 
could have a value for the children. 

We need to build up new communal ties 
and to learn new community techniques in 
order to repair what we have destroyed in 
the name of progress. Material care is not 
enough, hygiene is not enough; we need to 
learn again the values of human relation- 
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ships. This also applies to medical treat- 
ment. Treatment is not only the drug or 
the physical remedy ordered by the doctor; 
what is equally important is that the doctor 
gives of himself. Not only the doctor but 
also every individual who comes into con- 
tact with the patient has influence for good 
or bad. In hospital there is much that goes 
on over and above the purely medical care. 
The rate of recovery, or recovery itself, can 
depend upon the relationships that develop 
within the inner community of the hospital. 
Studies are being made of these relation- 
ships between patient and patient and of 
patient and staff. The aim is now to mo- 
bilise these forces for the patient's good. 

These processes occur too in the wider 
community. Contacts that people make in 
their homes, in the shops, buses, clubs, so- 
cieties and workshops have influences for 
good or evil. Further, the representation of 
life’s problems on films, stage, television and 
radio, and in art and literature can reach 
deep emotional levels with beneficial or 
harmful effect. 


It is impossible to separate health from 
culture. There is a need to study those in- 
fluences that affect our lives and our well- 
being. We need also the willingness to 
study the structure of our society itself in 
which it becomes possible to break down 
in mental health, and see how far it is 
necessary to alter society rather than adapt 
the individual to fit society's demands. 

It is difficult, however, for those who are 
successful in life to criticise the culture that 
threw them up, or for them to think that 
the qualities that led them to their success 
are not the qualities that should be made 
universal. It is difficult for men of high 
ability, who find their role as legislators, 
administrators and teachers, to understand 
that there is a wide range of normal ability 
below theirs, and that even hard work can- 
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not bring the majority of people up to 
their dizzy heights. 

It has been said that God loves the com: 
mon man and that is why he made so many 
of them. I can substitute the word “aver 
age” and tell you a story of a mother who 
consulted me about her son and said she 
had already had him tested for his intelli: 
gence. The tester had said, “He is of below 
average intelligence, and the average isn't 
so high.” It sounds funny, but I tried to 
make sense out of it. The average isn’t so 


high—in terms of the mother’s aspirations | 


for her son—aspirations which were impos 
sible of fulfillment; and therefore the child, 
as he is, was unacceptable to the parents 
Psychiatric treatment was sought in the be 
lief that the psychiatrist could transform the 
child into the parents’ fantasy child. 
What are we to do when good people, 
well-meaning people, respected people, feel 
to be failures because their child fails to 


k <a 
possess a particular standard of ability, 


without which he is doomed to denial of 
social esteem. How can we help them? 
Can we ask them to change the values on 


which they and their neighbours have built 


their lives? 


There are social groups where compéeth | 


tiveness begins with the infant. It is the 


parents’ competition and the infant is the 


vehicle. The infant's weight at birth and 
rate of increase in weight, the date of the 
first words and the first steps and the date of 
control of bowel action and passing of urin? 
are matters of comparison between mother 
and mother. Position in class at school bê 
comes a matter of family concern and dis 
cussion within the neighbourhood. Such 4 
child has no friends—only rivals. When W° 
speak of maladjustment of children, we hav’ 
a right to ask what is the culture to whi 
the child is not adjusted. 

I would like to return to the basic 
which are the foundation of mental heal 


needs 


ee 


and to sum them up as love, tolerance and 
moral values. Together they form accept- 
ance. We can give them to our children 
in their years of dependence and we can 
give what we have to spare to others of the 
community in their times of need. We offer 
it to those who are temporarily ill, to those 
with permanent incapacity and to those 
who are inadequate in physical, mental or 
social qualities. To have love for the anti- 
social is a high aim and we have to recognise 
the fear in us all of the same forces in our- 
selves which we recognise in people who 
are social failures. We have great tempta- 
tion to reject them and wish to exclude 
them from our community. It needs a high 
level of maturity to be able to recognise, in 

humility, the weaknesses in ourselves. 
There is much that we do not know about 
the emotional background of our personali- 
ties. There is much knowledge, too, that 
we have and which is not applied. Even 
_ in the structured community services we lag 
behind our knowledge. There are some 
tecommendations of the Royal Commission 
on the law relating to mental illness and 
mental deficiency which would need new 
legislation; other recommendations could 
be applied immediately by local authorities 
under powers that they already have. 
There is community care for the mentally 
ill which could be applied through welfare 
Committees of local authorities, but few 
have used their powers so far. Mental hos- 
Pitals can be improved and out-patient 
clinics need to be extended. New child 
guidance clinics under local authorities and 
Tegional hospital boards need to be set up 
and increased in staff. Trained staff is still 

not available in the numbers needed. 
ae preventive field there is scope for 
g Of principles of mental health to 
pone: Parents through co-operation of psy- 
bites with maternity and child welfare 
S. There is scope for extension of 
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psychiatric services by provision of night 
hospitals where patients can go out to work 
and be supervised in their leisure, and day 
hospitals where they go home to sleep and 
come to the hospital for treatment or train- 
ing in the daytime. 

The National Association for Mental 
Health, under whose auspices this meeting 
is being held, has served a function of prop- 
aganda on behalf of those in need through 
mental disorders. It has provided a stim- 
ulus to the legislative bodies and education 
for professional workers. It has founded 
training fellowships for psychiatrists, psy- 
chiatric social workers and psychologists in 
specialised clinical fields. : It has co-oper- 
ated with academic bodies for training 
courses for mental health workers of local 
authorities. It has also maintained contact 
with the general public, developing a clim- 
ate of opinion which makes it possible to 
remove from mental illness the superstitious 
fears that were formerly a barrier to our 
acceptance of the disturbance as an illness. 

We are one community, strong and weak, 
rich and poor, healthy and sick, and we 
need the charity that can work with those 
who break down without seeking always to 
remove them to a safe distance. We do not 
provide fully for them if we exclude them 
from our thoughts and from our presence. 
If we accept communal responsibilities over 
and above our duties within our own fami- 
lies—and all who are here have signified 
by their presence that they do—we have to 
learn also to be tolerant to ourselves. We 
have to learn to be tolerant towards the 
weaknesses of those for whom we work, but 
we, too, sometimes feel weak. We may 
envy those whose greater weakness gives 
them the right to be helped. We may envy 
the poverty of the poor, who have their 
basic material needs supplied. We may 
envy the incapacitated who are nursed when 
unable, and sometimes, it seems, unwilling 
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to maintain themselves. We can learn in still aim to take our place with our brothers | 
our tolerance for others to forgive our own and sisters in the family of man. | 
selyes for the occasions when we fall below 
the standards we set ourselves and yet 


On anxiety 


Another characteristic of the organism-environment system is that it is in a state of constant — 
flux. It disintegrates and reintegrates; it shows patterns of conflict and patterns of coopera | 
tion. These phases are accompanied by increasing or decreasing tension. Tension nor 
mally oscillates above and below a mean. When tension exceeds the mean variation, the oF . | 
ganism tends with its patterns of integrating to equalize the tension toward that mean. iS 
this equalization is not successful, anxiety ensues. This is true whether the organism is 
moving toward sickness or toward health. The exceeding of the mean tension variation 
in the organism, which cues off anxiety, has its sources within the environment or in the 
organism itself. These sources represent a threat to what has subjective value, whether this 
value is rational or irrational. Attitudes toward anxiety may also be rational or irrational; 
the person with rational attitudes toward anxiety experiences less anxiety, and is more able 


to move into anxiety-producing situations. Anxiety may be used rationally, or it may bê 
used irrationally as a threat, 


as a means of asserting claims on others, as a means of avoid 
ing situations which would threaten what has irrational value, or as a means of self-extine q 

on Anxiety, then, may have both rational and irrational aspects. It is irrational to the 
extent that its sources, its functions and the attitudes toward it are irrational. In itself 


however, it is natural, and an essential aspect of living —Excerpted with the permission o 
} the Institute of Living (Hartford, Conn. 


‘ i ) from a review of “A Unitary Theory of Anxiety 
7 Harold Kelman, M.D., American Journal of Psychoanalysis, 17(1957), 127-60, in the 
Digest of Neurology and Psychiatry, 26 (March 1958), 112. 
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It would be self-deceit to say that it was 
only an invitation to give lectures in Japan 
that induced me to start a trip around the 
World. There exists in most people an in- 
Stinct to travel, to conquer new spaces and 
make new contacts. The chance to revisit 
“ge of the world I had seen before, and to 
“nd those contacts in the field of welfare 
Wai I had made during and after the war, 
‘anced my wish to go again to those far- 
away regions. 
aye Blain of the American Psychiatric 
re ‘ation and Dr. J. R. Rees of the World 
‘tation for Mental Health were very 
mee throughout the world. 
ha my interests concern both psycho- 
5 a and social psychology, I had made 
4 e e subjects to talk about, sus- 
eae at the choice of subject matter 
i somehow betray the special problem 


‘nd and helpful to me in making new con- 


Mental hygiene 


around the world 


of the individual country. Yet my own 
aims were to hear and discuss more about 
what I see as the most pressing problems 
of mental hygiene in today’s world: mental 
infection and social discrimination. 

Since physical distances are shrinking by 
the steady growth in technical potency and 
means of communication, it seems very 
strange that human distances are increasing. 
It becomes increasingly difficult for people 
to make close contact. Chauvinism, na- 
tional isolation and rigid frontiers are symp- 
toms of the tremendous revolution taking 


place in our actual world. They were sym- » 


bolized for me by the case full of papers, 
visas and various rubber stamps with which 
my wife and I were burdened as we set out 
on our trip. 


a 
Dr. Meerloo is a practicing analyst and psycho- 


therapist in New York City. He made the trip 


described here between June and October 1957. 
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My first lecture was given for the Psychi- 
atric Neurological Association in Zurich 
sixteen hours after I had left New York. 
Since I had studied there for a short while 
many years ago it was a great joy to meet 
old friends—especially Professor Minkow- 
ski, the chairman. His investigation of 
embryonal reactions had taught me impor- 
tant concepts for the development of the 
theory of mental contagion partially rooted 
in man’s common regression to pre-birth 
reactions. 

The subject of my paper that night was 
“The Psychology of Thought Control.” I 
thought, wrongly, that the whole- world 
would be familiar with the concepts of po- 
‘litical brainwashing and mental coercion, 
and I was surprised to hear later from Dr. 
W. Stoll, the very helpful secretary, that 
my audience had expected to hear some- 
thing about specific schizophrenic illusions 
and that the notion of systematic mental 
coercion in our actual world during its cold 
war had been ignored and repressed. 

This surprise on both sides made the dis- 
cussion more vivid. Especially Professor 
Bally,* with his great interest in social psy- 
chiatry, had much to contribute. He and 
many others continued our discussion about 
the contrasts between horizontal and verti- 
cal human relationships until late at night 
at a neighborhood cafe. The vertical rela- 
tionships, we felt, were rooted in family 
relations and historical tradition and usu- 
ally gave much more mental backbone and 
inner integrity than our modern horizontal 
human relations based on official labels and 

technical functions, 

As I had decided to take some rest before 
the great onslaught of lectures, we went to 
our beloved Lago Maggiore in whose mild 
climate scientific problems have a tendency 
to temporarily disappear. Yet I found the 


aa a 
* Professor of psychiatry at the Technische Hoch- 
schule in Zurich. 
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opportunity to visit Mrs. Olga Froebe, who 
at the side of the lake has built up a dis- | 
cussion center—Eranos—dedicated to philo- 
sophic, religious and psychiatric integration. | 
For more than 25 years she and her cok | 
laborators have published yearbooks filled 
with the wisdom of distinguished scholars 
who have come to Ascona every summer to 
discuss problems with their colleagues from | 
other disciplines. Here was the very inter 
national meeting place of Freudians, Jungi- 
ans and unlabeled philosophers. When I 
looked through the 25 volumes of the 
Eranos Yearbook already published Cug 
theon publishes the American edition), 1 
became even more aware of this incom- 
pletely explored source of newer psychiatrie | 
and philosophic integration. 

In Holland I had to stick to my owl) 
vertical relationships and I was temporarily 
swallowed up by family and friends, and 
not concerned with mental hygiene. From 
Amsterdam the plane took us to Greet 
Enroute, during our short stay at Brussel | 
airport we saw the gay announcements % | 
the International Neurological and Psych% 
logical Congress there. Alas, this time we 
could not join in this festive congression’ | 
meeting ritual, where one meets so mall 
professional friends but where onè “ 
submits oneself masochistically to so m 
boring lectures. . 

Athens was perhaps the highlight 0 
trip. I cannot say what made it so. $ 
Greek colleagues had organized 4 E 
symposium’ (a conversational dinner) 1 | 
the ruins of an old cloister outside Athen 
There we surrendered to the art of “7 
nomic conversation. I am sure it was A 
the influence of the Acropolis and OV 
remnants of classical history represent 
the continual awareness that here the T° 
of our western civilization had pegu? i 
Earlier, Dr. G. Lyketsos, the very active uf 
retary of the Greek Society of Mental BY 
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giene, had shown me his clinic and mental 
hospital. In the evening other members of 
the faculty and the Mental Health Society 
joined our gastronomical and conversa- 
tional festival. 

Their psychiatric orientation was prin- 
cipally French, with the quick esprit, re- 
sponsiveness and wit of French conversa- 
tion. Their interest was mainly centered on 
- the problem of panic and danger—since 
Greece had gone through both occupation 
and communist revolt—and also on the 
subject of “mental first aid,” the preventive 
psychotherapy given to victims of various 
forms of mental catastrophe. 

It was a beautiful summer evening with 
that continual mysterious awareness of the 
Many past ages hovering over us, teaching 
Patience and tolerance to an intellect often 
too eager to form new theories. The head 
of the department of psychiatry, Professor 
J. S. Patrikios, was a philosopher, poet, 
biologist and “causeur” at the same time. 
Toften thought to myself: “That must have 
been the way Socrates and Plato talked with 
their students.” 

The program in Istanbul was disrupted 
for a very valid reason. Our psychiatric 
colleague, Professor F. Kerim-Gokay, who 
was also governor of Istanbul, had gotten in 
Political trouble because he had rightly re- 
fused to sacrifice the social welfare of the 
People to the new, rather dictatorial, rad- 
ical rebuilding program of the central 
ot Istanbul had become a victim 
T Plastic surgery because of the need for 

rger roads, 

n ee place another member of Turkey’s 
ee k hygiene movement, Dr. Michel Sion, 
ing ren a delightful time by not only show- 
site hee: s beauty but also making us 
eins 6: quainted with their various prob- 
ties Se hygiene. As a student of a 
eb Ue tiend, Dr. Irving Lorge of Colum- 
Versity, he was especially interested 
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in the problems of communication and their 
new impact on mental and political hygiene. 

From Turkey we flew in one long 
stretch to our first tropical country, Paki- 
stan. Our plane was unfortunately 24 
hours late so that a stiff schedule of four 
lectures had to be filled in a day and a half. 
Yet we have the most pleasant memories of 
our short and compact sojourn in Karachi, 
a provincial desert town until 1945 when 
suddenly it had to absorb more than a mil- 
lion people, mostly refugees from India. 
Dr. S. M. Afzal Habib and his American 
wife made our short stay a very intensive 
experience. He had worked. at the Psy- 
chiatric Institute in New York and had 
taken the head nurse back with him to Paki- 
stan. Now they had already formed a small 
“medical center” and had two little Habibs. 
In between the lectures they showed us the 
town with its refugee quarters, its amazingly 
fast-running camels and donkeys and its 
colorful bazaars. 

Again, their greatest interest was mental 
first aid and the teaching of emergency psy- 
chotherapy to young psychiatrists. The 
tense political situation with India often 
led to catastrophal reactions and acute psy- 
chosomatic manifestations, often wrongly 
diagnosed at the onset. Much attention, of 
course, had to be given to social work 
among the many refugees. But the prin- 
cipal emphasis was on building up a rather 
militant new state with many new institu- 
tions. 

Several of my lectures were given at the 
old Moslem University—a new one was in 
the making—but it had its atmosphere of 
wisdom. Here I tried for the first time to 
discuss the subject of “East-West Contro- 
versies,” which I had prepared for Japan. 
The professor of Moslem philosophy, Dr. 
M. M. Ahmad, who was my chairman that 
afternoon, was a gracious discussant and he 
gave me many suggestions for later use. 
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Our plane was to leave at midnight for 
Ceylon but that evening we were invited to 
a supper at the home of Dr. Mumtaz Shah, 
the chairman of the Pakistan Institute for 
Mental Health, to be initiated into a typical 
Karachi dinner with all its refinements of 
curries and sweets and to see the most beau- 
tiful Oriental methods of dressing. I was 
asked to talk about the concept of danger 
as an integration of biological, neurological 
and psychiatric concepts of fear. I can only 
say that it must have been the hot curry 
that gave me the courage to jump into such 
a hot subject. 

In Ceylon we had planned a more restful 
schedule but had not taken into account 
the eagerness of our colleagues to talk with 
visitors from abroad. Ceylon’s chief of 
mental health, Dr. C. D. Amarasinha, took 
an almost paternal interest in us. We had 
a long talk with the chief of public health 
and later visited Ceylon’s minister of 


health, a beautiful and gracious woman, 


who later told us to our surprise that she 
‘was a grandmother. The discussion here 
was, of course, about the relation between 
mental health and the various habits of 
childbirth, and about the nursery as an in- 
stitute for molding human behavior. 

It was in Ceylon that for the first time I 
could interview several people about racial 
and mental discrimination. As a guest 

“speaker of the Rotherfield Psychological 
_ Society I could make several contacts with 
_ V.LP.'s of the Island. Ceylon has its racial 
and language difficulties. Eighty percent 
of the population is Singhalese and Bud- 
dhist, the other 20% Tamil and Hindu, 
coming from South India and speaking a 
totally different language. The country is 
in a continual social turmoil, so that in 
people with weak egos short-time psychotic 
episodes are often observed. For a more 
general medical audience I talked about 
“Catastrophe and Emergency and What 
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_ cities such as Polonaruwa is indes¢ 


Psychiatry Could Do.” I was also a 
to visit Ceylon’s mental hospital at A 
where all the modern forms of tre 
are applied. 

For the Rotherfield Society I chos 
Psychology of the East-West Contr 
as a subject for discussion. It was a 
ing experience for me because fro 
questions put to me I could better de! 
manifold problems besetting this 
new experiment in independence. 

For a couple of days we were 
break away from Colombo to visit 
terior of the island with its um 
jungle and its architectural remnants 
glory. If Sigmund Freud had been 
this island, he would never have spol 
the Oedipus complex but of the 
complex. Sigirya is an age-old rock 
where a prince retreated after the ¢ 
patricide and where he had painted 
manifold, still existing, full-breasted 
images on the rock. When final 
brother came for revenge and pu: 
the prince killed himself accidentally 
duel. x 

It was on this beautiful tropical 
that I learned more about the pecull 
justifying myth-formation amoni 
pariahs and all those who feel the 
inferior or discriminated against. 
chistic justification of their inferior pi 
and even self-accusation play a role 
acceptance of inferior social stratifica 

Discrimination, as part of a pro 
social stratification, is found in 
ciety. Yet in some societies it is tab 
talk about it as an existing problem. 
America is trying to correct its racial p 
dices in an honest and open legal w 
will find much stronger stratification 
in oriental societies. Even Japan 
its outcasts. 4 

The beauty of Ceylon with its hi 


+ — 


Mental Hygiene Around the World 


The same is true of her hospitality and 
friendliness. When we left for India at the 
early hour of six in the morning, several 
members of the Mental Health Society came 
to the airfield to see us off and wave goodbye 
as if we had been old friends. 

In India my lecture activity was mostly 
centered around the capital, New Delhi, 
though we visited also Madras, Agra and 
Calcutta. Here we immediately came in 
contact with the tremendous problem of 
verbal communication. Tamil, Urdu, 
Hindi and Bengali are the principal 
languages spoken but there are several 
others, and the government wishes one cen- 
tral language (Hindi) to be established as 
a common means of understanding. Up 
until the present that has been possible 
only through the use of English; the mem- 
bers of parliament discuss mostly in English. 

For the Central Institute of Education I 
chose the subject of “Frustrated Creativity,” 
or why children who can be so creative in 
Special phases of their lives lose this spon- 
taneous expressivity. What can we learn 
from this experience, for the understanding 
Of both the child and the creative artist? 
It was pleasant to see that the discusison 
brought us back to various clinical examples 
and the eternal problem of the relation be- 
tween freedom and discipline. 

For the radio I was allowed to speak 
about mental hygiene in general and what 
actual mental first aid could do to prevent 
deeper developing neuroses and psychoses. 

he medical school had invited me to talk 
about “Danger Reactions,” rejecting the 
subject of “Brainwashing” as too political. 
This I could, however, discuss in a smaller 
fee of diplomats where psychiatric col- 
Cagues from the Indian Army were present. 
ons to find this audience, because I 
Bide S think that the cold war, brain- 
A EIA and mental coercion were tending 

me forgotten subjects, in spite of the 
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fact that newspapers were announcing new 
“miraculous confessions” in the making 
behind the iron curtain. j 

The high point of my visit to India was 
my audience and conversation with Prime 
Minister Jawaharlal Nehru, after having 
been carefully interrogated and screened 
by his secretary, Mr. Mathai, concerning my 
aims in visiting him. I had carefully pre- 
pared my questions. I knew his interest in 
philosophy and psychology, and as a repre- 
sentative of the mental health profession I 
wanted to talk to him about mental infec- 
tion and the cold war and also the problem 
of devaluation of the spoken word of the 
very few existing voices in the world to 
which people really listen. I am very grate- 
ful that Nehru gave so generously of his 
time—the allotted ten minutes became 
nearly an hour. I had caught him in a 
rather bitter mood—he made some critical 
remarks about America’s helping Pakistan 
—but I could tell him that America repre- 
sented many opinions and that my line was 
the study of human influences on one an- 
other and what they could do for the 
world. 

He then began to talk about Gandhi 
and what the Mahatma had done for him; 
he still tried to follow the teachings of his 
master. He agreed with modern psychiatry 
that mental health starts at home and he 
mentioned the value of the more intensive 
family relationship in oriental culture. 

Yet it was difficult to ask my specific ques- 
tions because Nehru immediately went over 
to the problem of aggression and war in 
the world and how it was solved in ancient 
India. He read to me parts of his book in 
which an ancient conqueror makes the 
conquered prince his own prime minister 
and helps to build up the submitted coun- 
try upon the advice of a wise Brahman. 
When I asked if that had not happened in 
our time with Germany and Japan he first 
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frowned and then laughed. Nehru then 
spoke again about Gandhi and his wisdom 
and we finished on the question of whether 
non-aggression was possible in a world of 
continual mental pressure. Alas, I found 
no opportunity to speak about mental con- 
tagion and the cold war. 

In those days India was preparing its 
tenth anniversary of independence. Every- 
where people were preparing for the huge 
festival. Traveling by car through parts of 
the Punjab to Agra was an extremely inter- 
esting experience. The contrasting observa- 
tion of poverty and beauty, of religious 
ritual in serene meditation and abundant 
pleasure of the crowds, the variety of old 
ruins inhabited by people beside the most 
refined monuments of beauty was at first 
rather bewildering. Modern implements 
were standing beside the most ancient agri- 
cultural tools, motors and oxcarts moved 
over the same roads. It was an experience 
to learn how large and different and abun- 
dant India is. 

We had a joyous driver, a Sikh, a refugee 
from Kashmir, who knew the history of his 
country very well. He had served in the 
Allied armies, was free of discrimination, 
but could tell me intimately about the 
problems of the pariahs, which came up 
repeatedly even though there was legal 
equality. The untouchables often still look 
at themselves as such and so become “hyper- 
touchy.” It will need generations of edu- 
cation of the whole population to overcome 
the historical curse of class discrimination. 

In Burma we had no direct psychiatric 
contact. This country also goes through 
the extreme political difficulties of a recently 
created, independent country. Much of the 
inner territories are not under legal control. 
Often we could hear outside Rangoon the 
shooting, signs of fighting between police 
and bandits. Here we visited Professor 
David White, a sociologist who helps the 
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Burmese government in its fight against 
illiteracy. The design of simple textbooks 
for instruction and better communication ” 
is also one of the basic tools of mental hy- 
giene. With him worked two other 
Ceylonese students of Irving Lorge. The 
problem of basic communication—its uses 
and abuses—becomes a more and more 
realistic problem in the world, especially 
when we see that literacy can become a tool, 
of greater conformity. The new science of 
psycholinguistics will be helpful in solving” 
some of the problems of human communi: 
cation. 

In Bangkok we found out that the leading 
psychiatrists had gone to the International 
Conference on Mental Health in Copen- 
hagen. This gave us more time to come in 
touch with the Buddhistic culture and 
Thailand’s gay people living in a beautiful 
and very fertile country. { 

We had been warned that a summer vaca: l 
tion would be a bad time for traveling | 
through tropical countries in the midst of 
the wet monsoon season. Yet our hotels saw 
to it that we suffered more from the cold of 
air-conditioned rooms. Thanks to this ted 
nical intrusion into tropical adjustment Wê 
sneezed and coughed most of the time. We 
could write volumes about the mental: 
hygiene of hotel rooms! l 

Our next stop was Hong Kong, that on 
corner of China outside of the Communist 
realm (in addition to Macao). We visited 
the settlements for refugees from the mally : 

i 
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land. The British government had bee 
able to find a tentative solution to the 
tremendous welfare problem. Hong Kong 
looks very prosperous and for the first timé 
since visiting the orient one lives again 1 
a civilization with familiar order and reg ia 
larity. There exists, however, a hidden 
political fear that nobody wants to disari 
“When will we be swallowed up by tH | 
mainland?” The greatest part of the 5” 
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' called new territory is only on lease to 
Great Britain, and though this lease will 
not be officially up for over forty years 
people are aware of imminent political 
danger but have succeeded in making a 
silent taboo of it. 

Professor Kenneth Priestly, the dean of 
the University of Hong Kong, gave us valu- 
able information on the racial problems of 
the area. 

I had hoped to interview some brain- 
washed people just released from the main- 
land but I did not succeed because of de- 
lays in their coming through. The Mental 
Health Society invited me to talk about 
mental first aid, especially in relation to 
child guidance problems. We had an ex- 
quisite lunch although I myself failed in 
the hygiene of chopstick handling. So I 
had to hide my clumsiness behind a dinner 
speech. 

Hong Kong is building a beautiful new 
mental hospital outside the city and there 
will be much greater opportunity for occu- 
pational therapy. Dr. C. M. Chung, who 
was kind enough to show me the city’s 
mental hospital (where he is adjunct direc- 
tor), had just returned from a visit to the 
hospital in Holland where I had worked 25 
years ago and had myself been inspired to 
greater therapeutic endeavor. These little 
coincidences made it easy to feel at home. 

Our experiences in Japan form a special 
fae of our trip. Kenji Ohtsuki, the 
tie of the Tokyo Institute of Psycho- 
s eas: gave us our first surprise by being 
We 52 airfield to welcome us. From the day 
M trived the kindness and hospitality of 

Japanese hosts did not stop. As a mem- 
rn International P.E.N. (organiza- 
ages I was to take part in the 
thief pee on east-west controversy during 
‘ike ae Congress in the Far East, the 

Be Project being sponsored by UNESCO. 

nly problems of literature and drama 
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were on the program but also the clash be- 
tween different philosophies of life. My 
task was to tell especially what modern 
psychology could contribute to better un- 
derstanding of these problems. i 

As a psychologist it was even more in- 
teresting to witness the subtle directions of 
the different discussions, the interpolation 
of politics and propaganda, the search for 
national pride, the tremendous difficulty in 
overcoming linguistic differences. Our 
Japanese hosts proved to be excellent or- 
ganizers and we were overwhelmed with 
little delicacies, gifts and attentions which 
made life intensely pleasant. We had 
plenty of opportunity to observe Japanese 
culture, through No, Kabuki, Shinto and 
Zen, and also through the various art 
treasures. É 

After the P.E.N. congress I returned to 
my more direct psychiatric contacts. Kenji 
Ohtsuki, the founder of the psychoanalytic: 
movement in Japan, is the man who trans- 
lated most of the works of Freud into 
Japanese. He has written many books 
himself and at the moment is busy com- 
piling a Japanese encyclopedia of psycho- 
analysis. He has around him a dedicated 
group of students mostly working in the 
field of child guidance and education. 

The Tokyo analysts had chosen “The 
Father Cuts the Cord” as the subject for 
me to discuss. Kenji Ohtsuki had taken 
care of the translation, and after my reading 
in English Mrs. Ohtsuki read my paper in 
Japanese. During the discussion a great 
deal of mutual contact was revealed. 
Though many in my audience did not 
speak English, they had a working under- 
standing of it and we could, with the help 
of an interpreter, talk together about the 
forgotten role of the father in family life 
and about the father as the most important 
prototype for transference of feelings and 
conditioning of later social relations. Their 
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politeness, their eagerness to learn, their 
mixture of freedom and dignity made a 
great impression on both my wife and me. 
There is something in the polite social ritual 
that makes it easier to accept and tolerate 
one another. It was ritual and warmth, 
politeness and friendliness that we ex- 
perienced in this analytic group. 

Later on several members of the society 
took us to the plane and presented us with 
gifts and greetings. 

In Tokyo I also visited Professor Miura 
and his clinic. Though he is still a pro- 
fessor in both neurology and psychiatry, he 
has become more and more a teacher of 
psychoanalytic psychodynamics. The im- 
portant problem in Japan is the appropriate 
education of young psychiatrists and psycho- 
therapists in a country where financial 
means are usually inadequate. 

In Tokyo I was able to speak for various 
groups on the subject of brainwashing and 
thought control. I am convinced that the 
next 50 years will see a struggle with the 
problem of intended coercion and unobtru- 
sive coercion into conformism and stream- 
lined thinking promoted by various tech- 
nical procedures, 

Tt was a special pleasure to speak for a 
group of colleagues from the American army 
and navy. They had had the first struggle 


_ with the problem of brainwashing even be- 


fore being briefed or informed on the sub- 
ject. We had pleasant, sometimes heated, 
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discussions about the different sy 
dynamic aspects of brainwashing and 
return I was well fed and shown a 


acquainted with some of the social 
chiatric problems of Japan and also’ 
the many festive aspects of this metropt 

Because of my schedule I missed som 
cursions into the interior of the country] 
when Capt. T. Nichols of the Ameri 
navy drove me around after my talk at 
navy base, Mount Fujiyama—the 
volcano—showed itself through a mii 
in the distance in all its symmetrical 
and glamor. I was glad I did not hi 
leave Japan without having seen that 
nal mysterious symbol of beauty | 
destruction. 

The sense of beauty and proportio 
continually with the Japanese. A de 
study of their character would give t 
better understanding of the positive 4 
creative role of compulsion and rituali 

Via Honolulu and San Francisco we W 
home, more than ever aware of our $ 
ing world—shrinking in distance techni 
covered but becoming more and 1 
nationalistic, thereby widening and ine 
ing a gap that divides people emotioi 
It is this ambivalence of human di 
that has become one of the main probl 
of actual mental hygiene. 4 
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The mental hospital 


in the small community 


| In the past the problem of where to locate 
ie State mental hospital was often solved 
° a mixture of politics, superstition and 
eet. _ Although considerable atten- 
yh 4 paid to the attitudes and sensibili- 
fle re e host community and its environs, 
aO cognition was given to the effects of 
bn. TA of the hospital on the structure 
(8) b ospital staff. Recent publications 
Othe shown that the character of the 
Poe can be markedly affected by 
oo m of the hospital. In urban areas 
ant i constant turnover among attend- 
f tigion, iy more remunerative and pres- 
| tition, Jobs ge available elsewhere. In lo- 
| a more isolated geographically it is 
Btofession, ee and hold members of the 
Cultural al staff because of the paucity of 
| activities. In rural areas one may 


find that attendant positions are viewed as 
desirable “second jobs.” (This can be es- 
pecially providential for the hospital ad- 
ministration as most agricultural workers 
will prefer the night or late-afternoon shifts 
where recruiting problems are the more se- 
vere.) 

This paper discusses what is probably the 
most frequent situation of the mental hos- 
pital, that of being located near a small 
community, Much of the research on atti- 
tudes towards mental illness has taken place 
in large urban centers where the mental 
hospital itself is lost in the anonymity of the 
city. This is not the typical situation for 
the state mental hospital which literally 
“sticks out like a sore thumb” in a small 
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community. Patients on pass are immedi- 
ately recognized as such and the staff gen- 
erally become known as “hospital people.” 
This rarely occurs in urban areas. The 
problems are especially acute when “‘crimi- 
nally insane” patients are kept at the hos- 
pital. 

It will be the purpose of this paper to dis- 
cuss some of the considerations involved in 
community-hospital relations from the 
standpoint of both the hospital administra- 
tion and of the townspeople of the adjacent 
community. Social distance between the 
two social systems can seriously affect both 
the treatment program of the hospital and 
the economic life of the town. 

At the outset it is important to note that 
this problem of community-hospital rela- 
tions is only one aspect of a more general 
social problem—the relationship between 
two relatively isolated but interdependent 
social systems. The situation parallels that 
of the college located near a small com- 
munity with the oft-mentioned distinction 
between town and gown. In many respects 
it is similar to the situation of the army 
camp or air base located near a small town. 
Although the discussion that follows will 
explore some of the specific problems in- 
volved in community-hospital relations, it 
is necessary to bear in mind that some of 
these issues are reflections of the more gen- 
eral problem of the relationship between 
members of two relatively closed social 
systems. 


THE HOSPITAL ADMINISTRATION 
From the standpoint of the hospital admin- 
istration, there are three types of considera- 
tions involved. These are social, economic 
or political, and clinical, and they will be 
discussed in this order. 

Social Considerations. The hospital ad- 
ministration may be vitally interested in 
having a congenial community environ- 
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ment for its employees. There a 
any, state hospitals where all the 
can live on the grounds. Hence, 
ployees who must live in town n 
that they are living on some sort of 
field or frontier outpost. Althot 
their identifications remain at the h 
they find themselves living in the 
One solution is to live in the town 
become a part of it. 

On a more concrete level any p 
of the townspeople against the hospi 
be expressed directly against th 
ployees who live in town. The tow! 
may be reluctant to rent homes or 
ments to “hospital people.” In 8 
stances this is a result of a previous 
of low pay and long hours for | 
personnel. The only people who y 
cept certain positions were transiem 
would frequently leave town without P 
rent or other bills. 

Some discrimination may also 0 
social clubs and church groups. 
families of the staff it is especially 
tant for the children to have social 
with others of their own age. 
isolated hospital communities thei 
only one or two children in a cert 
range living on the grounds. Thi 
a child with a very limited choice 0 
unless he is able to select friends 
town community. In many cas 
school-age children of hospital 
are set apart from the other pupils 
driven into town in the hospital 
wagon in the mornings and then 
to the hospital grounds prom] 
three o'clock. This is a very aril 
vironment for young children. 
not feel a part of any communi 
the hospital. In some instances í 
counter derogatory remarks about 
pital and its personnel. There is 
mating how severe a strain this 


teen-age daughters of hospital personnel. 
Superstitions about the hospital in the town 
may be quite a deterrent to a 16-year-old 
town boy in venturing out to the state hos- 
pital grounds .to see his girl. This experi- 
ence could appear to him as similiar to 
walking through a cemetery at midnight. 
In establishing or increasing the number 
of cultural activities in the area, a good 
working relationship between the town and 
hospital may be an absolute necessity. 
Among the professional personnel there are 
usually several who are interested in cham- 
ber music or in inviting various speakers to 
the community. They would not consider 
living in a community where all contact 
with the world they had become accustomed 
to during university days was cut off, 
Where there is a large hospital staff, this 
situation can be resolved by the hospital 
personnel themselves establishing such a 
Program. However, as occurs more fre- 
quently, there is need for liaison between 
the hospital and townspeople with similar 
Interests to set up a joint program. If the 
townspeople alone initiate their own pro- 
Stam, the hospital people may encounter 
Considerable difficulty in obtaining tickets 
or membership in the series if they are out 
Side the mainstream of town life. 
Economic or Political Considerations. 
Satisfactory town-hospital relations are also 
important to the administration in cases 
Where additional services are required by 
the hospital or its personnel. In times of 
emergency the resources of the town can be 
quite crucial if the customary channels of 
‘upply are unusable for some reason. In 
lizzards, floods or fires the hospital may 
ave to rely on town facilities for food, re- 
“sm or other personnel. These are not 
bite hay pa dicameni for the isolated 
as sae The writer's experience has 
It is im they occur several times i years 
Portant to the hospital administra- 
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tion to know that it can turn to the town 
community for needed assistance in such 
emergencies. 

The use of community facilities may be 
a consideration even on a- non-emergency 
basis. It may involve the use of a town 
bathing beach by patients, the local civic 
auditorium for an invited speaker, or bus 
service during an open house. There are 
innumerable occasions when the hospital 
authorities may want to use the town facili- 
ties on a complimentary basis. If there are 
poor relations between the town and hospi- 
tal, the townspeople may not feel that the 
motto “help your neighbor” actually applies 
to the hospital people who are not really 
“neighbors.” 

Another consideration involves the needs 
of the hospital for legislative assistance; for 
example, in such matters as raises in salary 
or enlarged facilities. If there exists con- 
siderable social cleavage between the town 
and the hospital, the local representative 
or state senator may conceive of himself 
as representing only the townspeople, and 
consider the hospital people as strangers or 
interlopers. Although the hospital adminis- 
tration may be concerned with increasing 
the facilities, the townspeople and local leg- 
islator may be aware only of the veritable 
city of grey buildings “out there” and the 
seemingly large staff. They may not be 
aware that the hospital is critically under- 
staffed, especially in professional categories, 
or that the facilities are overcrowded. In 
such cases it is not uncommon to find that 
the hospital personnel have no tangible 
legislative representation. 

Clinical Considerations. Mutual antipa- 
thy between townspeople and hospital per- 
sonnel can produce a very poor atmosphere 
for patients who are given daily passes to 
attend the movies or to shop in town. Such 
patients may be viewed suspiciously and 
treated rather shabbily by the townspeople. 
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This can be especially unfortunate since 
the staff has been trying to give the patients 
the feeling that they can become part of a 
community again. To be treated as a hu- 
man being at the hospital and as some form 
of homicidal maniac downtown does not 
provide much incentive for the patient to 
want to return to a home situation, Many 
times his views of what life will be like 
on the outside are conditioned by the treat- 
ment he receives in the town closest to the 
hospital. The hospital administration has 
a considerable stake in enlisting the active 
support of the townspeople in helping the 
patient adjust to a community situation. 
This type of community situation can be 
created only in an artificial sense on the 
hospital grounds. The patient realizes that 
he will not be returning to a community 
similar to the hospital where permissiveness 
and understanding are the order of the day. 
Instead, he may be returning to a rather 
provincial setting where he will be regarded 
with suspicion and apprehension. His ex- 
periences in the local town may be the 
guideposts he uses in anticipating the re- 
ception he may be accorded in his own 
hometown. 

In addition, there exists the possibility 
of explicitly using aspects of the town en- 
vironment as learning situations for the 
patient. Topeka State Hospital, for exam- 
ple, has a Golden Link Club in which mem- 
bers of the town community take about-to- 
be-discharged patients into their homes and 
let them give parties, baby-sit, cook, etc. 

There are many other ways the town 
can be used as a bridge between the hospital 
and the patient’s home. If patients are al- 
lowed to obtain jobs in town, this can be 
considered as a step in the direction of 
their homes yet within the supervision of 
the hospital authorities. Often the staff 
would like to know how a patient adjusts 
to a work situation that is unavailable on 
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. it. They do not realize that the most com 


the hospital grounds. This opportunity to 
work and earn money himself can add im- 
measurably to the self-respect of the patient: | 
There is also the very practical matter | 
of townspeople serving as volunteers at the | 
hospital. This is an important aspect of any | 
total-treatment program, not only in sup | 
plementing the hard-pressed occupational 
therapy department but also in giving the) 
patient some further ties with the outside” 
world. Often it is contact with a volunteet | 
who is not identified as a formal member 
of the staff that is most effective in demon 
strating to the patient that he can be aci 
cepted as a member of an actual community. | 
Many times the volunteer is able to supply | 
the patient with such seemingly trivial but, 
to the patient, essential information Aa | 
such matters as dress styles or coffee prices 
“on the outside.” The patient may be more | 
apt to confide in the volunteer who he feels 
is not going to immediately report his words 
to his physician. | 
Quite frequently the townspeople 2 | 
unaware of the nature of a total-treatment 
program and the parts they might play ™ | 


mon type of therapy in state hospitals 18 
milieu therapy. Visitors to a state hospital l 
often ask to see the places where “therapy 
is performed.” It can come as quite 2 SW 
prise when they are told that it occurs ai 
the grounds, in the occupational therap) 
shop, and on the dance floor. 

In any discussion of community-hosp 
relations, the potential therapeutic on 
bution of the county medical society shou 
not be overlooked. There have been bo 
(1) who have suggested the part-time a 
ployment of local physicians as oné S05 
tion to the problem of understaffing 7 
state hospitals. This can hardly be acco 
plished if the local physicians are aliena E 
from the hospital’s treatment program- ait 
fortunately it is too often true that the 1M 
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physicians have no identification whatever 
with the state hospital. Perhaps this can be 
remedied by a series of joint seminars or 
meetings for both groups. A good working 
relationship with the local medical group 
can serve the twin purposes of increasing 
their understanding of state hospital work 
and of opening up a source of part-time 
professional personnel that can help to re- 
lieve thé burden on the hospital staff. Pos- 
sibly the local physicians might be used to 
treat the purely medical problems of the 
patients. This would tend to overcome the 
factor that Belknap (1) has reported as being 
the major reason why psychiatrists leave 
state hospital work—that they are not able 
to practice psychiatry due to the press of 
strictly medical and administrative duties. 
The last of the reasons why a hospital 
administration should be interested in es- 
tablishing good hospital-community rela- 
tions is the possibility of its meeting the 
mental health needs of the community. Be- 
cause a town is located five miles from a 
State hospital does not mean that all its 
< Mental health problems can be easily solved. 
There may be a pressing need for a com- 
munity clinic or guidance center for teen- 
agers. The townspeople may not be aware 
that the Professional staff might be avail- 
able in the evenings as consultants or speak- 
ets, or willing to treat private patients. 


THE TOWNSPEOPLE 


pe standpoint of the community, the 
ia oe involved can also be grouped 
vate e three previous headings (social, 
E D c 6 Political, and clinical). How- 
ea: clinical considerations, such as ae 
k os alge for outpatient service 
tes wee education, have already 
Sh ssed. This section will therefore 
er only the economic and social con- 


“‘Siderations į 
i ns involved in ital- i 
relations, hospital-community 
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Economic Considerations. There are 
many benefits to the economic life of the 
town when there are good relations with 
the hospital staff. The townspeople may 
not realize, or only grudgingly admit, the 
very large contribution to the town’s econ- 
omy made by the hospital community. In 
some instances the hospital may be the 
largest employer in the town or even the 
county. Yet almost invariably the towns- 
people feel that they are not getting as large 
a share of this purchasing power as they 
would like. They feel that the hospital 
staff, especially the professional personnel, 
prefer to go to larger towns or to the mail 
order firms to make their purchases. This 
is especially true with larger items such as 
new cars, stoves or refrigerators. This may 
be keenly resented by town businessmen 
who see the professional personnel buying 
their cars in cities a hundred miles from 
the hospital. However, they rarely know 
what to do about this except to complain 
to one another, to the state senator or to the | 
hospital administration. An unfortunate 
situation can develop if the town merchants 
exert political pressure on the hospital ad- 
ministration to get a larger percentage of 
the hospital’s funds and the staff's salaries 
spent in the immediate area. i 

To some extent the problem is an out- 
growth of the different value-systems of the 
two groups, the one group possessing an 
urban “bargain” orientation and unaware 
of the intangible advantages in buying from 
local merchants, the other seeing only that 
lowering the price of an article is going to 
cut into his profit margin. The situation 
is not hopeless, however, and can usually 
be resolved if the difference in values is 
understood. 

In this same vein the town merchants may 
be unaware of additional sources of pur- 
chasing power that could be channeled into 
the town’s economy if there were a better 
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understanding of the needs of the hospital. 
One source would be from relatives and 
friends of patients in the hospital. Often 
the town merchants make no attempt to 
cater to these groups by having adequate 
hotel space or eating facilities available. 
The visitors may be cautioned by the hos- 
pital administration that there are no satis- 
factory accommodations or told they should 
not make overnight trips. “Hospital author- 
ities may be actually ashamed of the local 
eating facilities when conventions and meet- 
ings are held at the hospital. This can be 
an additional untapped resource for the 
local tradesmen. Many are not aware that 
several thousand visitors, excluding rela- 
tives of patients, may visit the hospital in a 
year. It would certainly be advantageous 
to both the hospital and the town to have 
satisfactory facilities available locally when 
such groups arrive. 

Another important point for the towns- 
people to consider is that negative stereo- 
types about the hospital may deter some 
town residents who might want to work 
“out there.” With the new pay scales the 
situation has changed drastically from the 
days when attendants were paid $60 a 
month plus board. Yet some townspeople 
who might be interested in taking a posi- 
tion are discouraged by neighbors who 
state, “I wouldn’t set foot on that place for 
all the money in the world.” Some wives 
may feel uneasy about their husbands’ 
working in a mental hospital. In such 
cases both the hospital and the townspeople 
are the losers. The townsman does not ac- 
cept the job that is most attractive and the 
hospital loses a potentially good and stable 
employee. 

It is not uncommon to find in isolated 
hospitals, as Belknap has pointed out, that 
the only contact between the townspeople 
and the hospital staff occurs among the non- 
professional employees. This may produce 
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very negative attitudes on the part of the 
townspeople, especially in places where the 
salaries for attendants are low and only 
transients will accept these jobs. In such 
cases the town merchants may refuse to ex 
tend credit to hospital personnel, having 
had some very sad experiences with transient 
aides in the past. It may be a poor polig 
for the town merchant to generalize from 
these experiences and to regard the profes 
sional personnel and the more stable non 
professional personnel of the hospital # 
poor credit risks. é 
Social Considerations. With amicable 
community-hospital relations, both groups 
will have the opportunity to meet new pe 
ple, and people with different interesti 
This is important in view of the frequent 
complaint leveled against isolated state nog 
pitals by the staff families that they # 
only “the same old faces.” Both the hos 
pital people and the townspeople may Le 
desperately anxious to enlarge the ni 
of their acquaintances, but this can M 
difficult if there exists considerable 
distance between the two groups. The w 
pital people turn inwards for companion 
ship, which only reinforces the impress 
of the townspeople that the hospital peop! | 
are cliquish. Negative stereotypes teni sf 
develop about the type of individuals H í 
work at state hospitals—such as the i 
eign doctors,” physicians denied a 
censes, do-gooders, etc. Better commu? 
hospital relations could not only We 
the stereotypes of the townspeople 35 A 
and provincial and of the hospital a 
cliquish and strange; it would also pro 
both groups with wider social contacts: 
Better relations between the tow? © 
community can also bring about 4 de j 
understanding of the nature of men at 
ness and the types of patients that com a 
the hospital. The belief may still prev 
that most mental patients are violent 


— 


cidal people. A visit to a state hospital will 
readily show how false this notion is. In 
the town adjacent to one state hospital, the 
local newspaper editor has been known to 
write outraged editorials suggesting that 
the hospital blow its steam whistle to alert 
the farmers in the area whenever a “crimi- 
nally insane” patient escaped. Nearness to 
a state hospital has undoubtedly been a 
cause of concern to many town residents. 
If the townspeople can be made to under- 
stand that very few mental patients are 
likely to become assaultive, this in itself 
would be quite a contribution to the peace 
of mind of many members of the commu- 
nity. The relief of these anxieties should 
contribute to better social relations in other 
spheres, 


CONCLUSIONS 


Although one can analyze the social system 
of the hospital in vacuo, it is important to 
realize that the system must be open at both 
ends—first to receive personnel, patients 
and commodities from the community, and 
then to send its patients back into the com- 
munity (on discharge, pass, etc.) and to send 
its staff there to reside and use community 
facilities. Hence it is essential that good 
communication be maintained between the 
town and hospital social systems. Surveys 
have shown the superstitions and prejudices 
in the community regarding mental hos- 
Pital patients. The voluntary isolation of 
R hospital staffs is a good index of their 
ceungs about the town residents. Both at- 
tudes attest to the social distance that 
Must be Overcome before the therapeutic 
aed of the town community can be 
o mee by the hospital and before the 

vantages of being located near a 


arge hospital í 
People, Pital can be exploited by the towns- 


How this c 


an be accomplished is a com- 
Plex matter. 3 


There are those who believe 
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that visits to state hospitals invariably af- 
fect the public's attitudes adversely (3). 
There is recent evidence, however, that a 
planned program for the visitors and a con- 
certed attempt by the staff to explain their 
duties and goals can have an extremely 
beneficial effect on the visitors’ attitudes 
(4). Open houses during Mental Health 
Week are but one occasion that can be used. 
Staff lectures and aspects of the in-service 
training program (films, panels, etc.) may 
have an especial appeal to some townspeo- 
ple. Programs devoted to child psychology 
or care of the aged would certainly be well 
attended if a suitable time were chosen and 
the program were well-publicized. For the 
last five years Larned State Hospital in 
Kansas has held an open house for high 
school students. This has been very popu- 
lar among the students and the program is 
now being enlarged to include college stu- 
dents. The point to be emphasized here is 
that in many respects these are extremely 
practical programs from the standpoint of 
the hospital. College students (especially 
those considering careers in social work, 
medicine or psychology) may be interested 
in summer jobs at the hospital and towns- 
people may consider doing volunteer work. 

In conclusion it should be mentioned 
that there are some who foresee that the 
mental hospitals of the future will be con- 
siderably smaller than those of today. Pa- 
tients will be housed in day hospitals, night 
hospitals and psychiatric wings attached to 
community general hospitals. If this oc- 
curs, the problems we have described will 
be less pressing. It seems unlikely, how- 
ever, that this can come about in the very 
near future as state legislators will be most 
reluctant to abandon the multimillion-dol- 
lar structures that now house the mentally 
ill and to appropriate additional funds for 
a network of modern smaller units. Hence 
the problems of the large mental hospital 
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situated in the small community will be Mental Hospitals. New York, Russell Sage Founda: 


with us for some time. tion, 1955. 
t 3. H. C. Solomon, “The Twenty-four Hour Care of i 
REFERENCES the Patient,” Mental Hospitals, 8(June, 1957), 3-6, 


1. I. Belknap, Human Problems of a State Mental 4. R. Sommer, et al., “An Evaluation of a Mental 
Hospital. New York, McGraw-Hill Book Co., 1956. Health Week Program,” Mental Hygiene, 42(April 


2, M. Greenblatt, R. H. York, and E. L. Brown. 1958), 195-210. 
From Custodial to Therapeutic Patient Care in ee 


Trend 


It is the author’s opinion that within a relatively limited period of time all those psychi: 
atric patients requiring hospitalized care will receive it in a general hospital rather than 
in the old state hospital systems. Owing to the increased knowledge of diagnostics and 
therapy, plus the public demand for general hospital care, it has become possible to estab: 
lish psychiatric divisions in general hospitals. At the present time, more than half of all 
patients who are hospitalized for diagnosis and treatment of mental illness enter such psy 
chiatric divisions—Excerpted with the permission of the Institute of Living (Hartford) 
Conn.) from a review of “Treating the Mentally Ill in General Hospitals” by Die 
Cameron, M.D., Connecticut Medical Journal, 22(April 1958), 290-99, in the Digest af l 
Neurology and Psychiatry, 26(May 1958), 212. ) 


496 


nn ew 


J. STUART WHITELEY, M.B., Cu.B., D.P.M. 


Sociological aspects 


yeh incidence of mental illness in the 
‘ower social areas of Chicago in 1939. The 
increase was particularly in schizophrenia 
po more especially paranoid schizophrenia, 
wi ereas the incidence of manic-depressive 
ois Was more evenly spread over all 
is of differing social class. The essential 
he ie confirmed by other workers in 
Eo ea States, including Tietze, Lemkau 
eae (17) and Clark (8). 

Bar and Dunham explained the phe- 
ton by postulating that the social iso- 
on which these people lived was a 
ae e factor in schizophrenia. Social 

ton comprised the lack of contact 


Wi > . 
ith family, with friends and neighbours 
and social gr 


able to hold 


| 


oups. Such people were un- 
jobs or sustain relationships 


Faris and Dunham (6) demonstrated the 


of schizophrenia 


and drifted down the social scale, accumu- 
lating in the poorest quarters of the city. 
Hollingshead and his co-workers, how- 
ever, showed that schizophrenia and neu- 
rosis were related to an upward social 
mobility, that it was the over-striving and 
over-aspiring person who broke down with 
schizophrenic and neurotic illness and that 
the breakdown usually followed a spell of 
upward mobility in the social structure (12). 
Hollingshead and Redlich confirmed that 
the incidence of schizophrenia was higher 


Dr. Whiteley is senior registrar in the department 
of psychiatry of Westminster Hospital, London. 
This is an extract from a paper which was awarded 
a £100 prize in the South West Metropolitan Re- 
gional Hospital Board's competition for a research 
report and is published with the kind permission of 
the board. 
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in the lowest. social class (11), but related 
this to the fact that the lower classes sought 
psychiatric aid later than the higher classes, 
treatment was of an inferior nature and the 
opportunities for rehabilitation fewer. 

“The upper-class patient rests on the 
therapist's couch, the lower on the prison 
or hospital cot,” says Hollingshead, and the 
treatment of the latter group was more 
likely to be by organic means whereas the 
former was treated with psychotherapy. 
Cameron (2) also pointed out that the 
lower social groups seldom actively seek out 
psychiatric treatment. 

In England, Hare in Bristol has confirmed 
the fact that schizophrenia is more common 
in the lower social grades (8). He suggests 
that rather than a drift there is an active 
segregation of the pre-schizophrenic and the 
schizoid to the lodginghouse area where 
exists a certain social anonymity (9). He 
also points out, in this second paper, that 
there was a high incidence of schizophrenia 
in the area where the upper classes tended 
to room alone. He lends support, then, 
both to the theory of social isolation as a 
causative factor and to the theory that there 
is some separation of the incipient schizo- 
phrenic from the normal community. 

Gerald and Houston (7), studying family 
setting and schizophrenia in Massachusetts, 
found that those schizophrenics who were 
living alone at the time of the breakdown 
were concentrated in the central areas of 
the city. They concluded that the socially 
disorganised and anonymous lodginghouse 
areas attracted the schizoid personalities, 
accounting for the higher incidence of 
schizophrenia found there. Hare (10) en- 
larged on this hypothesis by showing that, 
in fact, half of a series of schizophrenics out 
of a family setting had had to separate from 
their families because of personality diffi- 
culties. This supported the segregation 
theory again, but he also showed that in a 
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quarter of the series separation had been 
brought about by sheer circumstance, and 
in these cases social isolation did not seem 
to play a part in the causation of the illness. 


MENTAL ILLNESS AND 
HOMELESS MEN 


With the above considerations in mind it is 
pertinent to examine studies of homeless 
men where.social isolation is at its peak. 

Mayhew (13) pointed out the personality 
deficits of the vagrant, laying the blame 
with the parents. Anderson (l) has de- 
scribed the mixed causes of homelessness: 
employment difficulties, personality de- 
fects, social discrimination, wanderlust and 
emotional crises which may operate together 
or in varying degrees. Straus (16) has 
pointed out the essential “undersocialisa- 
tion” of the homeless man, his inability to 
live and work with others, to share ex- 
periences and belong to groups and to con- 
form to the ways of society. Dunham in 
his report on homeless men and their 
habitats (5) says that the types who go to 
make up the homeless are so heterogeneous 
that no one theory will cover them but a 
broad sociological view is required, and the 
homeless man is seen as an incompletely 
socialised person exhibiting a high degree 
of social isolation. 

A previous paper by the present 
author (18) illustrated the high incidence 
of mental illness, particularly of schizo- 
phrenia in its paranoid form, in the home- 
less men of London’s lodginghouses and re- 
ception centres. The poor response to 
treatment was shown, and the high relapse 
rate, and it was confirmed that these men 
seldom seek out psychiatric aid when first 
ill. 

The present paper examines more closely 
the incidence of mental illness in the resi- 
dents of a reception centre—a London 


County Council establishment for the desti- 
tute. The relationship of the illness to the 
environment is considered. 


INCIDENCE OF MENTAL ILLNESS 

IN HOMELESS MEN 

A series of 100 “normal” homeless men were 
interviewed at random at the reception 
centre (as opposed to the “abnormal” group 
seen after transfer from the reception centre 
to a mental hospital and dealt with in the 
original paper). 


These men were classified into groups ac- 
cording to their psychiatric history and 
present mental state. (To be published.) 
They were grouped as follows: 


1. Nineteen had been in a mental hospital 
(including boarding from the services on 
psychiatric grounds). 

2. Thirteen had not been in a mental hos- 
pital but showed psychiatric abnormality. 


3. Twelve drank to excess but showed no 
other abnormality. 
4. Twelve drank to excess and showed 
criminal behaviour. 


5. Eight only showed criminal behaviour. 


6. Twelve were elderly inadequates with a 
fair adjustment to life. 


7. Twelve were elderly vagrants with a 
total apathy. 

8. Twelve were only transient by circum- 
stance (including one in Group 2—a homo- 
sexual temporarily estranged from his 
mother). 


Group 1 members did not differ from the 
type described in the first paper. They 
were irregular casual workers. Seven had 
been in prison for petty theft. Two were 
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married but apart from their wives. Few 
had any family contact. The diagnoses were 
as before—schizophrenics numbered 6, de- 
pressives 3, and one was an alcoholic. The 
diagnoses of the 5 boarded from the services 
and the 4 who had been in hospital many 
years ago were not available. Their present 
state was one of apathy, loss of initiative and 
withdrawal, and 8 of them were back in 
hospital within three months from being 
seen. 


Group 2 members were 13 who exhibited 
such psychiatric abnormality as to be re- 
garded as odd by their fellows and those 
who had to deal with them although they 
had never been in a mental hospital. These 
men fell mostly into the 49-57 age group. 
They included an alcoholic in delirium 
tremens who was removed to hospital, a 
chronic schizophrenic hoarding rubbish and 
another with a marked thought disorder. 
Two men had personality changes after 
head injury and another a hysterical 
tremor. Others were extremely withdrawn 
or expressing bizarre ideas or were slightly 
paranoid in outlook. 

Mental illness amongst this population 
was then viewed from another angle when 
all who had been transferred from the re- 
ception centre to a mental hospital or ob- 
servation ward or referred to a psychiatric 
clinic during the first ten months of 1955 
were followed up. Again the personality 
background and the range of diagnosis was 
similar: schizophrenia, 14 (1 in first re- 
férral); depression, 6 (1 in first referral); 
alcoholism, 4 (2 in first referral); epilepsy, 
1, and psychopath, 2. 

This latter group, however, enabled more 
exploration of the symptomatology to be 
carried out as they were longer under obser- 
vation. Half of the schizophrenics (7) ex- 
pressed delusions of sexual interference, 
“They say I’m a sex maniac,” “... that ’ma 
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homo,” “I’m impotent because of mental 
deterioration,” “I have V.D.” “I’m being 
drawn out through the penis.” One of the 
depressives also complained of impotence 
and another expressed fears of impotence 
and a third said nocturnal emissions were 
sapping his strength. Another man classi- 
fied as a psychopath had expressed the idea 
that people were making homosexual ad- 
vances to him. Paranoid symptoms were 
expressed by no fewer than 7 of the 14 
schizophrenics, and another 4 of the others 
had paranoid ideas. 

During the first ten months of 1955, 5,090 
individuals were dealt with at this recep- 
tion centre, and of these the above 27 were 
admitted to a hospital for psychiatric care 
and another 5 were referred to out-patient 
psychiatric clinics. This gives an incidence 
of .53% requiring admission to a mental 
hospital. However, only 4 of these men 
were in their first attack and so the inci- 
dence of new mental illness in this ad- 
mittedly small series was only .078%. 

The above figures represent only those 
who were so disturbed as to require removal 
to a mental hospital—usually as an acute 
emergency—and we have already seen that 
for 19 of 100 men who had once been in a 
mental hospital another 14 exhibited overt 
mental abnormality. This gives a total 
incidence of 33% of the vagrant population 
being at one time or another psychiatrically 
abnormal. 

The incidence of mental illness in the 
general population is compared here with 
the figures for homeless men, the figures for 
the general population being taken from 
the Registrar General’s Statistical Re- 
view (15). It must be noted, however, that 
the age distributions are not identical. 


Admission rate to mental hospitals 


Males in Greater London (1951) 0.118% 
Males from reception centre (1955) 0.53% 
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Rate for first admissions 

Males in general population (1951) 0.079% 
Males from reception centre (1955) 0.078% 
Admission rate for schizophrenia 

Males in Greater London (1951) 0.0321% 
Males from reception centre (1955) 0.27% 
Admission rate for schizophrenia 

(males—1951) 


In occupations of social class 5 
From reception centre 


0.08% 
0.27% 


It will be seen that there is a higher inci- 
dence of mental illness in the reception 
centre environment but the incidence of 
first admissions is relatively unchanged in 
this very small series. Whilst there is an 
accumulation of psychiatric casualties the 
increase is particularly in schizophrenia and 
the incidence of schizophrenia is higher in 
the reception centre than it is in social 
class 5 (4) where the incidence is highest in 
the general population. 


RELATIONSHIP OF MENTAL 
ILLNESS TO HOMELESS 
ENVIRONMENT 


The question of whether the patient became 
mentally ill before taking up life in the 
“down and out” environment could not 
always be reliably determined. 

Of the series reviewed in the original 
paper—homeless men admitted from the 
lodginghouses and reception centres to an 
observation ward over a 2-year period—it 
appeared that 77 were referred for psy- 
chiatric care prior to becoming vagrant and 
53 were so referred after taking up the 
vagrant life. In many of these cases, how- 
ever, it was evident that the illness had ex- 
isted prior to their becoming vagrant and 
had often precipitated that state. 

Of 22 schizophrenics in relapse dealt with 
in that paper all but 3 had been in a men- 


Referred to a menial hospital 


PRIOR TO AFTER 
PATIENTS VAGRANCY | VAGRANCY 
Schizophrenics 1l 3 
Psychopaths 2 0 
Depressives 3 3 
Alcoholics 0 4 
Others 1 0 


tal hospital prior to coming to live in the 
lodginghouse or reception centre. Of the 
10 schizophrenics in that series who were 
being referred for psychiatric care for the 
first time all but one had only recently 
taken up this way of life. In only this one 
case was there evidence of two or three 
years of such living and a shorter history 
of symptoms. In 3 cases the history was 
vague but in the other 6 there was clear 
evidence that it was the onset of symptoms 
which had led the patients into the “down 
and out” environment. 

With the other diagnostic categories the 
tendency was similar except that the de- 
pressive illnesses often occurred for the first 
time in men of 40-50 after they had been 
living some time in lodginghouses. These 
men had usually betrayed some evidence of 
other instability previously, however, in 
their unsettled work record, broken mar- 
riage, etc., and were at best inadequate 
personalities. : 

Of the 19 men seen in the reception 
centre who had been in a mental hospital 
all but 3 had been in hospital prior to tak- 
ing up this way of life. Of these 3—an 
alcoholic, a depressed inadequate psycho- 
path and a schizophrenic—all had shown 
evidence of instability for some time prior 
to coming to the reception centre where 
their condition had then become florid. 
Two of these three later became subject to 
repeated admissions to hospital. 
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Of the 27 who fell ill during 1955 and 
were removed from the reception centre to 
a mental hospital 17 were referrd to hos- 
pital before and 10 after taking up resi- 
dence in the centre, but again there was 
evidence of symptoms in the latter prior to 
taking up the unsettled way of life and in 
almost all cases it could be seen that it was 
the symptoms which had caused them to 
take up the vagrant life. The distribution 
of the latter cases is seen in the table. 

The personality and attitudes of the 
mentally ill homeless men did not differ 
appreciably from that of their not mentally 
ill colleagues. They displayed the same 
lack of family contact, the inability to form 
or sustain marital relationships, the same 
proportion of excessive drinkers and delin- 
quents, and they were equally unsatisfactory 
workers. They exhibited only a more ex- 
treme degree of social isolation, and this 
was perhaps reflected in the fact that fewer 
of the mentally ill series had embarked upon 
marriage. The ratio of single to married 
was 24 to 9 in the two groups of mentally 
ill and mentally abnormal (1 and 2) pre- 
viously referred to in the review of 100 resi- 
dents in the reception centre. Amongst 
the remainder of this series the ratio was 
21 married to 46 single. 

From the environment of suspicion and 
isolation they probably take their sexual 
delusions and paranoid symptoms, but no 
other definite factors emerge. 


COMMENT 


Whilst it is agreed and confirmed that these 
men seldom seek out psychiatric aid when 
first ill, Hollingshead’s second premise to 
account for the accumulation of schizo- 
phrenics in the lower social groups—the 
poorer treatment extended to them—is 
hardly applicable in England, where psy- 
chiatric treatment is fairly standard under 
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the National Health Service. In any case, 
it is questionable whether psychotherapeutic 
methods are more efficacious as he sug- 
gests. Hare (8) also questions this explana- 
tion, pointing out that if inferior treatment 
were the cause of the higher incidence it 
would apply equally to manic-depressive 
psychosis but yet there is no similar increase 
in the incidence of that disease in the lower 
social groups. The third of Hollingshead’s 
factors seems the most applicable—that op- 
portunities for rehabilitation are poorer 
when the patient is apart from the family 
group. There is a consequent increase in 
the reception centres and common lodging- 
houses of chronic schizophrenics and those 
only partially remitted. 

It is also shown here that the majority of 
the homeless men who fall ill were ill prior 
to taking up the homeless life and that they 
did in fact drift into the reception centres 
and lodginghouses as they became ill and 
unable to hold jobs or rooms, having 
neither family nor friends to care for them. 
In the unsettled environment their symp- 
toms quickly became florid. 

On the other hand, those that showed no 
overt psychiatric abnormality appeared to 
have actively segregated themselves from 
society in the way that Hare suggests. 

Social isolation was seen to be common to 
the whole population in this environment 
—mentally ill or not. Social under- 
development and isolation existed from an 
early age; only the marriage factor suggested 
a more extreme degree of isolation in those 
who become ill. It does seem, however, 
that social isolation plays a part in the 
causation of depressive illness. Depression 
coming on for the first time in late middle 
life was not uncommon in the lodginghouse 
dwellers; these men would talk with mis- 
givings of their lives and lack of family or 
friends. Social isolation probably exerts 
its biggest influence, however, in the post- 
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hospital stage. At the time when the re- 
covering psychiatric invalid needs the se- 
curity of his family and home and the 
assurance and encouragement of his friends 
and relatives, the homeless man is returned 
to the cold solitude of his bunk in a friend- 
less dormitory. There is little hope of re- 
habilitation—the climb is too severe—and 
he relapses and continues to relapse, and 
the accumulation of similar cases con- 
tinues. 


REFERENCES 


1. Anderson, N., The Hobo. Chicago, University of 
Chicago Press, 1923. 


2, Cameron, D. E., “Early Schizophrenia,” American 
Journal of Psychiatry, 95(1938), 567. 


3. Clark, R. E. “Psychosis, Income and Occupa- 
tional Prestige,” American Journal of Sociology, 54 
(1949), 433. 


4. Classification of Occupations. London, His Ma- 
jesty’s Stationery Office, 1951. 


5. Dunham, H. W., Homeless Men and Their Habi- 
tats. Detroit, Department of Sociology and Anthro- 
pology, Wayne University, 1953. 


6. Faris, R. E. L. and H. W. Dunham, Mental Dis- 
orders in Urban Areas. Chicago, University of 
Chicago Press, 1939. 


7. Gerard, D. L. and L. G. Houston, “Family 
Setting and the Social Ecology of Schizophrenia,” 
Psychiatric Quarterly, 27(1953), 90. 


8. Hare, E. H., “Mental Illness and Social Class,” 
British Journal of Preventive and Social Medicine, 
9(4, 1955), 191. 


9. Hare, E. H., “Mental Illness and Social Condi- 
tions in Bristol,” Journal of Mental Science (Lon- 
don), 102(1955), 349. 


10. Hare, E. H., “Family Setting and the Urban Dis- 
tribution of Schizophrenia,” Journal of Mental Sci- 
ence (London), 102(1955), 753. 


11. Hollingshead, A. B. and F. C. Redlich, “Schizo- 
phrenia and Social Structure,” American Journal of 
Psychiatry, 110(9, 1954), 695. 


12. Hollingshead, A. B. and F. C. Redlich, “Social 
Mobility and Mental Illness,” American Journal of 
Psychiatry, 112(8, 1955), 179. 


13. Mayhew, H., London Labour and the London 
Poor. Vol. 3. London, Griffin, Bohn & Co., 1862. 


14. Redlich, F. C., A. B. Hollingshead and E. Bellis, 
“Social Class Differences in Attitudes towards Psy- 
chiatry,” American Journal of Orthopsychiatry, 25 


Sociological Aspects 


WHITELEY 


Health. London, Her Majesty's Stationery Office, 
1955. 


16. Straus, R., “Alcohol and Homeless Man,” Quar- 
terly Journal of Studies on Alcohol, 7(8, 1946), 360. 


17. Tietze, T., P. Lemkau and M. Cooper, “Schizo- 
phrenia, Manic-Depressive Psychosis and Social- 
Economic Status,” American Journal of Sociology, 
47(1941), 167. 


18. Whiteley, J. S., “‘Down and Out in London’: 


1, 1955), 60. 
( ) Mental Illness in the Lower Social Groups,” Lancet, 


269(July-December 1955), 608. 
RN 


15. Registrar General's Statistical Review of Eng- 
land and Wales, Supplement on Cancer and Mental 


School phobia 


School phobia is distinguished from the far more common problem of truancy. The 
truant usually spends his time away from home. The phobic child urgently communi- 
cates to his parents his inability to go to school and is usually unwilling to leave home at 
all during school hours. Most commonly, he is of average or better intellectual endow- 
ment and has done well academically prior to the onset of his neurotic symptoms. His 
difficulty may present itself frankly as fear of attending school or may be thinly disguised 
as abdominal pain, nausea and vomiting, syncope—or the fear of nausea or syncope in 
school. 
these children reveals that, almost without exception, the basic fear is not of attending 
School phobia is a variant of 


Frequently, the child is unable to specify what he fears. Systematic study of 
school, but of leaving mother or, less commonly, father. 
separation anxiety. The key to successful treatment lies in insistence on an early re- 
turn to school for older children or the introduction to a therapeutic nursery school for 
the younger; left at home, the patient is further isolated from his peers, multiplies his 
anxiety about returning, is trapped in the vortex of family pathology and is reinforced to 
persist in infantile maneuvering by the “success” of his efforts—Excerpted with the per- 
mission of the Institute of Living (Hartford, Conn.) from a review of “School Phobia: A 
Study in the Community of Anxiety” by Leon Eisenberg, M.D., American Journal of Psy- 
chiatry, 114(February 1958), 712-18, in the Digest of Neurology and Psychiatry, 26(April 


1958), 168. 
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Group casework 


with relatives of | 


adult schizophrenic patients | 


All of us who work with schizophrenic pa- 
tients are aware of the complexities of the 
illness. While great strides have been made 
in understanding its origins and treatment, 
there is still no unanimity among psychi- 
atrists which would with finality permit 
them to say, “We understand schizo- 
phrenia.” Instead, we find that there are 
some who emphasize possible organic fac- 
tors while others stress the psychological 
aspects. Therapy consists of drugs, shock 
treatment and/or psychotherapy, which 
may range from almost complete passivity 
to a “total push” program. 

Bb A Sie 
At the time this paper was written Mr. Mass was 
casework supervisor in the Veterans Administration’s 
mental hygiene clinic in St. Louis, where Mrs. 
Odaniell was a staff social worker. He is now 


supervisor of students at the VA’s mental hygiene 
clinic in San Francisco. 
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If schizophrenia is perplexing to the ther- 
apist, imagine how confusing and exhaust- 
ing it must be for the relative who cares 
for the patient, is much more emotionally 
involved and has many emotional problems 
of his own to contend with. How should he 
react to the peculiar mannerisms and illogi- 
cal reasoning? If he is too lenient, the pa- 
tient’s demands may become insatiable. If 
he is harsh or abrupt, the patient may feel 
rejected. In addition to this dilemma he | 
may be limited in his quest for help. Usual 
sources of guidance and support—such as 
other relatives, friends, ministers and physi- 
cians—may not be able to offer the neces- 
sary assistance. Prejudice, judgmental atti- 
tudes, lack of specialized knowledge, and 
failure to appreciate the needs of the indi- 
vidual hamper the outsider in offering 
services. 


When the relative comes to the clinic he 
may be quite helpless in reacting properly 
to the patient, full of doubts, filled with 
overwhelming guilt and apprehension. 
Sometimes as a defense he insists that his 
methods „are correct without need for 
change, but generally he hopes to get direct 
advice. 

This article is based on experiences with 
two groups which met two years apart. 
There were differences in the management 
of each which had important effects on 
group activity and reactions. The first 
group met once monthly over a period of 
four years. The same male caseworker su- 
pervised both groups. In the second group, 
which lasted for six months and met weekly, 
another social worker acted as recorder. 
She did not actively participate in the 
group, but performed a most valuable func- 
tion in discussing after the meeting her ob- 
jective impressions and opinions of the 
group activity; the members only rarely re- 
sponded to her overtly. The more frequent 
meetings served to facilitate group inter- 
action and relationships and created a more 
dynamic and faster moving situation. The 
addition’ of a recorder freed the group 
leader from taking notes and allowed him 
to respond more fully to the group process. 

It was necessary for the group leader to 
be'min@ful of the total treatment program, 
to give proper consideration to the patient's 
treatment and to the casework needs of the 
relatives. Special emphasis was placed on 
the interrelating factors between the rela- 
tive’s background and the patient's person- 
ality structure as seen in the following 


examples. 


Mr. B, an unmarried 27-year-old veteran, 
was in the service for two years before his 
discharge for inaptitude and enuresis. Fol- 
lowing his return home he showed irra- 
tional thought, bizarre behavior and poor 
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contacts with reality. His improvement 
after two months of private hospitalization 
was not maintained, and he was brought to 
our clinic for treatment. 

He was the third of four siblings. One 
older sibling is married and apparently has 
not presented any serious emotional prob- 
lems. The older sister is unmarried and 
still lives in the parental home. The young- 
est brother was described as a mental defec- 
tive. Shortly after birth the veteran devel- 
oped jaundice and required more care than 
the other children. This special attention 
persisted as he was often ill throughout his 
childhood and displayed numerous emo- 
tional difficulties such as enuresis and diffi- 
culty in adjusting at school. 

Both parents had a deprived economic 
life and a difficult emotional background in 
Europe and faced problems of readjustment 
after they arrived in the United States. Mr. 
B’s father was especially troubled and 
seemed to resent the attempts of his wife to 
enjoy herself. They lived in one room 
even after the children were born and there 
were constant financial pressures to contend 
with. 

Mrs. B was overprotective towards her 
son throughout his life. This was appar- 
ent in her contacts with us. She insisted 
upon accompanying him to the clinic, al- 
though she was discouraged from doing this 
since he could come alone. Intellectually 
she could understand the reason for her ac- 
tions, but emotionally she could not give 
up the mother-infant relationship even 
though it often involved considerable per- 
sonal sacrifices. She would almost compul- 
sively repeat actions which were designed 
to intensify the veteran’s feelings of inade- 
quacy. His often helpless manner encour- 
aged her in this respect. In our earlier deal- 
ings she showed a lack of conscious concern 
about oyertly bizarre behavior and con- 
stantly stated, “He'll be all right... It 
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just takes time . . . He really likes us.” etc. 
Her actions belied her pollyannaish ap- 
proach to her son’s illness. She kept up a 
never-ending vigil which allowed only dis- 
turbed sleep, and she became tense, anxious 
and physically exhausted. 


Mr. F was a 35-year-old unmarried patient 
who was hospitalized while overseas because 
of marked confusion and bizarre behavior. 
He made stereotyped responses to questions, 
he was manneristic and his speech was il- 
logical and disconnected. At times he 
showed catatonic behavior with mutism. 
He was discharged from service and trans- 
ferred to a VA hospital where he was given 
shock treatment and later was placed on 
trial visit status. 

The patient’s early history indicated no 
known special problems as far as his physi- 
cal development was concerned. He was 
very closely attached to his mother and be- 
came known as a “mamma’s boy” by his 
sisters. He was bashful and withdrawn and 
had no close friends of either sex. He com- 
pleted three years of high school, then quit 
because he lost interest. He had several 
jobs which included house canvassing for 
information, messenger work and bottle 
washing. 

Both his parents were born in Europe, 
his father in Germany and his mother in 
the Ukraine. They had many financial dif- 
ficulties, especially when the patient was 14 
and the father lost heavily through poor 
investments. There were two younger sis- 
ters, one of whom married a minister and 
left town. The other sister was a member 
of our relatives’ group. The mother was 
too ill to come to the clinic. 

This sister was 34 at the time, single and 
closely attached emotionally to her mother, 
although she was not aware of the degree. 
She was a steady worker, participated in 
church activities faithfully and in many 
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ways was overly conscientious in doing the 
“right thing.” In her relation to her 
brother she was uncertain and befuddled. 
She wanted him to go out socially with her 
“because it was good for him,” observed his 
movements very closely and became upset 
at both minor, as well as gross bizarreness, 
not recognizing that her own feelings inter- 
fered with her ability to evaluate the situa- 
tions concerned. 


REASONS FOR A GROUP 


Through talking with the patients we be- 
came increasingly aware of the important 
roles played by their relatives, and we de- 
veloped an interest in possible modifications 
which might take place in the patient’s con- 
dition if some form of treatment was also 
extended to the relative. 

Several factors were taken into considera- 
tion in electing to see the relatives in a 
group. Previous interviews with relatives 
gave indications that they had strong guilt 
feelings about the patient's condition. 
There was a tendency to feel the responsi- 
bility for precipitating the illness as well 
as perpetuating its present state. In one of 
the group sessions this attitude was dis- 
cussed along this line: 


Mrs. B turned to Mrs. S and pointed out 
that she did not think Mrs. S should feel 
that her son’s illness was her fault as one 
person is never completely to blame. Mr. 
S felt they spoiled their son, while his wife 
remarked that she didn’t want to put her 
husband “on the spot” but there never was 
any cooperation in the family. Others in 
the group made reassuring comments. Mrs. 
B said her husband wanted to stay home 
and help his younger son dress for the Boy 
Scout meeting, but she insisted that he come 
to the group meeting because “this boy 
must learn to care for himself.” She didn’t 
want to make the same mistake again. 


Although it was not considered beneficial 
to attempt to suppress these guilt feelings, 
it also was necessary to avoid situations 
which tended to create more guilt. It was 
believed if the individuals were included in 
a group the existing feelings could be han- 
dled and the possibility of arousing more 

guilt would be lessened. Only in a group 
situation could they have the opportunity 
to meet and discuss their difficulties with 
several people undergoing similar experi- 
ences. This would offer an advantage of 
numerous reassurances from other group 
members and an opportunity to accept their 
own feelings in a more realistic perspective. 

It was also believed that a feeling of ‘“‘one- 
ness” and sharing of a common goal would 
arise out of the similarities of their situa- 
tions. In a group each participant would 
have an opportunity to identify with others. 

The relatives were expected to be am- 
bivalent about the acceptance of the part 
they played in the illness. Because of this 
and their own unconscious needs they 
tended to perpetuate patterns of behavior 
which were destructive to the patients. 
These patterns might be more easily recog- 
nizable to the relatives if they could sce 
similar patterns reflected in the behavior of 
others. Interpretation by the group mem- 
bers was expected and it was believed it 
would prove more meaningful than if given 
solely by the caseworker. 


COMPOSITION OF THE GROUP 


The composition of both groups indicated 
a broad cultural range which included 
widely different national origins, diversified 
economic backgrounds and certainly a vari- 
ety of temperaments and emotional reac- 
tions. For example, in the first group there 
were members of Irish, Negro, Jewish and 
Austrian extraction. The three major faiths 
were represented in both groups. Religious 
differences were never considered to handi- 
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cap group interaction at any time. The 
number at the group meetings varied, but 
there seemed to be more action when six 
members were present. 

An interesting development, which oc- 
curred in the second group, seemed to arise 
spontaneously from the needs of some of 
the members. The fathers of three of the 
patients were encouraged to attend the 
meetings by their wives and by the patients, 
The two men who assumed a more passive 
role in the family situation remained in the 
group while the one who was a controlling, 
overtly rejecting father and who could not 
face his role in the patient's illness discon- 
tinued after three sessions. His wife, who 
became yery upset when the group discussed 
emotional aspects which were frightening 
to her (associated with failure in her role as 
a mother), also discontinued at the same 
time. 

There were three single sisters in both 
groups. They carried the primary respon- 
sibility for the patient’s care. Early in con- 
tacts with them individually a particularly 
confusing relationship with the patients 
was noted. In a sense they assumed the 
roles of mother, sister and wife simultane- 
ously, They had little insight initially and 
were often unduly upset by some of the © 
patient’s actions. For example, Miss F was 
quite perturbed because her brother did 
not take her to parties and dances. Miss A 
watched through the keyhole while her 
brother masturbated in the bathroom and 
wanted assistance in keeping him from en- 
gaging in this practice. Miss S constantly 
threatened her brother with return to the 
hospital because he went out at night with- 
out telling her where he spent his time 
(even though he was never involved in any 
trouble). 


GROUP PROCESS 
Since each potential group member had 
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been seen individually for the purpose of 
explaining the group, no effort was made 
to give further interpretations of the group’s 
function during the early meetings beyond 
the explanation that the illness was viewed 
as a problem common to all, thus the rea- 
son for meetings. The relatives at first 
seemed uniformly to believe that focus 
should be kept on problems which they 
viewed as directly involving the patients, 
and felt they should limit themselves to “re- 
ports” on the patients’ behavior. 

In the early meetings most of them cen- 
tered their discussion on a descriptive ac- 
count of the veterans’ symptoms, stressing 
those which contributed to difficulty in rela- 
tionships at home. They questioned each 
other a great deal and seemed to seek mu- 
tual similarities in their situations. This 
early phase was also characterized by a 
tendency to seek direct advice from the 
group leader and by attempts to gain the 
clinic's impression of the patients’ condi- 
tions. As the participants became more 
comfortable in the group and some of their 
resistances were met, this type of activity 
diminished and focus was more on their 
means of handling various difficulties cre- 
ated by the patients’ behavior. This con- 
tinued to be an important issue throughout 
the meetings, but through the direction of 
the group leader they were also able to ex- 
amine their own feelings about the patients. 
In the later meetings some of the members 
displayed ability to bring out their own 
problems which were independent of the 

_ Patient and his problems. The focus here 
‘Was not to treat them intensively, but to 
enable them to evaluate their role and more 
effectively increase their ability to see them- 
selves in relation to the patient’s current 
needs and demands. 

Resistance of one type or another was 
present throughout the sessions. Several 
relatives displayed resistance to being in 
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any way associated with the veteran’s illness 
or treatment by refusing to take part in the 
meetings, either by not attending or by re- 
maining silent while there. Most resistance 
was accompanied by a defensive hostility 
displayed by the relatives and seemed to 
center around accepting their roles in the 
behavioral difficulties of the patients and 
around discussing themselves. Hostility 
was often directly expressed toward the 
group leader and by the relatives toward 
each other with very direct interpretations 
and criticisms. In the early sessions they 
occasionally demanded that the group 
leader explain in what way they were to be 
helped by the group and cited the group's 
failure to provide the type of help they felt 
they needed. At much later periods there 
were more expressions of appreciation for 
the group. To demonstrate the above men- 
tioned points and their relatedness some of 
the group interplay is included in the 
following example: 


The group discussed the handling of hos- 
tile feelings by one of the patients towards 
his parents, who were both present in the 
meeting. The group leader said he felt that 
Miss A wanted to say something. She sighed 
and said that it wouldn’t take her long to 
make up with someone. Mrs. S responded 
by saying they couldn’t do this because that 
would indicate to her son that they were 
wrong. Also they didn’t want him to re- 
turn to their home, because she had 
“enough to make her nervous” with her 
husband there all the time. Miss A retorted 
that she did not come here to get help with 
her difficulties, but she tried to think about 
them and solve them herself. Mrs. S won- 
dered why she did come here and at first 
Miss A laughed and said, “To listen to 
other people and maybe help them with 
their problems.” Mrs. S responded sarcasti- 
cally that this was fine and they certainly 


appreciated her help. (Actually Miss A did 
discuss her background at another session.) 
She continued by being critical because Mr. 
and Mrs. S didn’t take their son back to live 
with them. Mrs. S became quite angry, yet 
said that was “fine” and that she was “glad” 
to get any advice she could. She turned to 
the group leader and remarked she often 
needed advice but “he said nothing.” He 
said she sounded dissatisfied with the way 
things were going. She agreed, then—di- 
recting her remarks to each member indi- 
vidually—implied that their advice was no 
good. Some of the group members offered 
suggestions, including the group leader, who 
tried to direct attention to the atmosphere 
in the home rather than any specific oc- 
currence, but she denied that there was ten- 
sion in her home. She turned to the group 
again saying she was quite comfortable with 
them and wanted advice (which she was 
ready to reject) but later suggested that they 
change the subject and talk about someone 
else. 


Intragroup relationships developed early 
in the meetings and were of great impor- 
tance in their effect on the group and its 
individual members. As a whole, they 
seemed to be aware of the individual’s need 
for support and acceptance. As reported 
earlier, when one group member talked of 
guilt feelings about her son’s illness, all sup- 
portively assured her that they too experi- 
enced similar feelings. Another mother in 
conflict about accepting recommended hos- 
pitalization for her son was encouraged by 
the group to use the group meetings to work 
through this conflict, although this meant 
that for a period of several weeks little time 
was left in the meetings for consideration of 
their problems. i 

A type of “family relationship” seemed 
to develop which often resulted in sibling 
rivalry-like activity, but which also allowed 
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the relatives enough mutual support to ex- 
press themselves freely and to gain more 
benefits from the group activity. 


ROLE OF THE GROUP LEADER 


The group leader approximated an author- 
itative figure who was kindly and firm, 
understanding but not overly sympathetic, 
He needed to direct the different personali- 
ties and forces occurring in a group to keep 
the discussion meaningful and useful, and 
to protect individual members from poor 
advice or excessive hostility directed by one 
or more of the other group members. It 
was important, subtly or directly as the 
need arose, to sift the meaningful from the 
unnecessary, and to encourage more passive 
members to have their say. Pauses seemed 
longer, similar opinions expressed by several 
persons seemed to have more impact, and 
in general group casework was more fatigu- 
ing to the group leader. Counter trans- 
ference certainly needed to be considered 
and handled, and for that reason discussions 
with the recorder were especially helpful. 
A group rapport needed to be encouraged 
and fostered in keeping with the ultimate 
goals of helping the relatives and patients. 
It was important to understand the group 
processes and dynamics which produce 
More intensive and complex feelings than 
is usual in individual casework. 


EVALUATION OF THE EXPERIENCE 


The most impressive results from the meet- 
ings of both groups were the great reduc- 
tion of irritating occurrences between the 
patients and family members, and the more 
comfortable and relaxed atmosphere in the 
homes. It is certainly significant that in the 
three years since the termination of the first 
group and in the 16 months since the last 
contact of the second group only one rela- 
tive has called in an alarmed manner to 
seek help. From the patients, most of whom 
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still come to the clinic, there also has been 
a noticeable diminishing of complaints 
about home conditions, except in one case 
where the parents did not continue in group 
casework. 

The following factors, we believe, con- 
tributed to these improvements. As men- 
tioned earlier, the relatives were able to 
gain information about handling the pa- 
tients’ problems, primarily from others who 
experienced fundamentally similar difficul- 
ties. As a corollary to this point, the rela- 
tives were able to distinguish between 
minor (or imaginary) and major difficulties. 
Mrs. B learned that it was not so important 
for her son to drink his milk as he did as a 
child, but later did accept the recommenda- 
tion for hospitalization. Mr. and Mrs. S 
were unduly upset by the patient’s hostile 
remarks—“What did we do to deserve this?” 
—but eventually, although with great re- 
luctance, they accepted his need to assert 
his own personality, and moved away from 
him. 

The recognition by the relatives that they 
had emotional problems, many of long dur- 
ation and exclusive of those presented by 
the patients, served to lessen the intensity 
of their hold on the patients and relieved 
more basic anxieties they possessed. This 
was difficult for the group members to do 
and much resistance was met, but enough 
material of this nature was discussed to 
prove useful and meaningful. It was im- 
portant for the leader to proceed gingerly 
because this was perhaps the major defense 
and most feared subject which confronted 
the group. This fear of exposure of their 
own “faults” undoubtedly played an impor- 
tant part in frightening away several mem- 
bers who did not participate regularly and 
quit after a few sessions. 
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One may ask: Would group orientation 
meetings with a speaker, followed by group 
discussion, serye the same purpose? We do 
not believe that this approach is as soul- 
searching nor as personally meaningful to 
the members as group casework. If one 
assumes that the feeling tones, subtle as 
well as overt in expression, which occurred 
between the patient and his parents influ- 
enced the development of his illness, then 
it would be logical to assume that if the 
key relatives developed more insight into 
their own problems, along with a more gen- 
eral educational process, they might become 
sources of support to the patient. 

The key which unlocked the door to a 
real change in behavior and attitude turned 
when the members spoke about themselves 
—often with great emotion and relief. Some 
of our fears about arousing such feelings 
were unfounded; we learned, for example, 
that resistance did not necessarily mean un- 
willingness to talk about themselves. As in 
individual casework, care was taken by the 
group leader to give necessary support as 
more personal defenses were exposed; even 
more important, the group members sup- 
ported each other on these occasions. 

Perhaps the most important sidelight to 
our group experiences was the greater ap- 
preciation that we gained of the relatives 
who tried so hard and were basically so 
sincere in their efforts to do the right thing, 
though these efforts were accompanied by 
personal pain brought on by actual un- 
pleasantness and their own sense of failure. 
This was not easy because of our own preju- 
dices and because of actually witnessing the 
results of their earlier unknowingly destruc- 
tive actions. They seemed much more 
human and understandable as we became 
better acquainted with them. 
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Pre-hospitalization contacts by 


community health and welfare 


agencies with individuals having 


major mental illnesses 


REASONS FOR A SPECIAL STUDY 
One of the major areas of concern for any 
mental health program is the early recog- 
nition of individuals who are developing 
major mental disturbances. Preventive serv- 
ice with these individuals and their fami- 
lies might have immediate and concrete 
effects in lowering the extent and duration 
of hospitalization. There is little informa- 
tion available at present, however, about 
the extent to which these people come in 
contact with or are known by community 
health and welfare agencies before commit- 
ment. This problem is of vital concern 
since the agencies could effect improvement 
in the mental health of the disturbed indi- 
viduals and their families. 


PURPOSE OF THE STUDY 
The specific purpose of the present study 


was to determine the extent to which indi- 
viduals who were becoming mentally ill 
were known to the health and welfare agen- 
cies of the community before they became 
seriously disturbed, and to determine if 
their families were known to these com- 
munity agencies. 


GENERAL DESIGN 


The general design of this study was to de- 
termine how many patients who were ad- 
mitted for the first time to the Austin State 
Hospital from Travis County during the 
calendar year 1956, and their families, were 
known during the preceding three years to 


This research is part of the research program of 
the Division of Mental Health (Charles F. Mitchell, 
director) of the Texas State Department of Health 
(Henry A. Holle, M.D., commissioner). 
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representative major health and welfare 
agencies in Travis County. This, of course, 
does not represent the services provided to 
other mentally ill individuals by the 
agencies. 

Travis County is a central Texas county 
with an estimated 1955 population of 181,- 
000. Most of this population lives in the city 
of Austin, which is the state capital. Travis 
County was selected for this study because 
of its relatively well-developed complex of 
health and welfare agencies. 


PROTECTION OF AGENCIES 


All the agencies involved were given an op- 
portunity to read all reports before publi- 
cation to correct them for possible misinter- 
pretations. 


PROTECTION OF PATIENTS 


To protect the anonymity of the patients, 
this study was carried out by specially as- 
signed staff of the central office of the Di- 
vision of Mental Health, Texas State De- 
partment of Health. No one but these staff 
members of the central office saw the list of 
patients which was used. 


PROCEDURE 


1. A list of all patients admitted to the 
Austin State Hospital during the calendar 
year 1956 was obtained from the Board for 
Texas State Hospitals and Special Schools 
‘through the cooperation of the superin- 
tendent of the Austin State Hospital. 


2. A research assistant from the Division of 
Mental Health, through the cooperation of 


1 The records of the social service department of the 
hospital were used in this study. For these pur- 
poses, the hospital is considered a health agency of 
the community rather than a medical service. Most 
patients of the hospital are private; however, since 
it is a city-county hospital, all medically indigent 
residents of Austin and Travis County receive medi- 
cal care at no cost. 
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the community health and welfare agen- 
cies, was allowed to search the records of 
eleven agencies to determine whether the 
patients or their families had been known 
to them at any time during the three years 
preceding admission to the hospital (1953- 
55). These agencies were: 


e Adult Probation Department of the Dis- 
trict Court 


e Austin-Travis County Health Depart- ` 


ment 


e Austin-Travis County Welfare Depart- 
ment (general assistance agency) 


e Brackenridge Hospital (city hospital) * 


e Child and Family Service (family service 
and child placing agency) 


e Community Guidance Center (child guid- 
ance clinic) 


e Juvenile Probation Department (serves 
delinquent and also dependent children) 


e Salvation Army (individual and group 
services) 


e Social Service Exchange (as a check on the 
thoroughness of the search) 


e Austin area office of the State Department 
of Public Welfare (categorical assistance 


agency) 
e Visiting teacher department of the Austin 
Public Schools (school social work services) 


These agencies were selected as being 
those most likely to have contact with 
families having a mentally ill member, and 
constitute the larger health and welfare 
agencies in the county which provide serv- 
ices to individuals and families. 

The period of three years prior to ad- 
mission to the hospital was chosen for study 
as a compromise between an interest in 
learning of any agency contact with the pa- 


tient and the physical limitations of 
securing data from agencies which have a 
wide variety of record systems. In addition, 
the major interest in this study was in ex- 
amining agency contacts with patients at 
the significant period when they were most 
likely moving toward the crisis which 
eventually led to hospitalization. 

An individual was counted as having con- 
tact with an agency if he were either regis- 
tered as an individual receiving service 
from the agency or had any contact with 
that agency concerning some other member 
of his family who might have been regis- 
tered as a case. A family was considered to 
have contact with an agency when the serv- 
ice of the agency was for the family unit and 
at least one member of the family was 
registered. An example would be a chil- 
dren’s agency where, although the child was 
the focus of service, parents were also being 
served, or where the agency records indi- 
cated that an additional family member had 
actually received service. 


3. Tabulation of the results was done by 


the Division of Mental Health to answer 
Major questions of interest. 


RESULTS 
1. How many patients were first admitted 
to the Austin State Hospital from Travis 
County in 1956? 


A search of the list of patients admitted for 
the first time to the Austin State Hospital 
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from Travis County in the calendar year 
1956 provided by the Board for Texas State 
Hospitals and Special Schools revealed that 
22 out of 170 patients had home addresses 
which were not in Travis County.2 Since 
these individuals did not reside in Travis 
County, they were not used in calculating 
the results since it is unlikely that they 
would have been served by Travis County 
agencies. The remaining 148 patients were 
used as the basis for all further calculations, 
On the basis of the estimated 1955 popu- 
lation in Travis County of 181,000, the 
incidence of 148 new admissions is a new 
admission rate of 81.7 per 100,000. On the 
basis of the 170 new admissions, an admis- 
sion rate of 93.9 per 100,000 is obtained. 


2. How many patients and/or their families 
were known to one or more agencies? 


As will be seen in Table 2, 84% of the pa- 
tients were known to one or more agencies 
within the 8-year period prior to their com- 
mitment to the Austin State Hospital. A 
total of 36 family groups out of the 148 was 
known to agencies, which is a rate of 24%. 
In all, 68 patients and/or families out of 
the 148 family units (46%) were known to 
the agencies prior to admission. This is 
certainly concrete evidence that the health 
and welfare agencies have contact with al- 
most half of the patients or their families 


2A patient may be admitted to a state hospital 
from a county even if his residence is not in that 
county. 


TABLE 1 

First admissions to the State Hospital from Travis County in 1956 

Total number of patients on official list 170 
Number of patients with address out of Travis County 2 
Number of patients with address in Travis County and used in calculations 148 
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TABLE 2 


Patients and/or their families known during 1953 to 1956 
to one or more agencies before commitment * 


ee 


CATEGORY NUMBER PERCENTAGE ** 
Patients known to one or more agencies 50 34 
Patients’ families known to an agency 36 24 
Patients and/or families known to any agency 68 46 


eee 


* Based on 148 patients (number of first admissions with address in Travis County). 
** Adds to more than 100% since a patient may be counted in more than one category. 


before the patients are admitted to the 
hospital. 


3. Which agencies knew the patients and 
their families? 


Table 3 shows that Brackenridge Hospital’s 
social service department had more con- 
tacts with patients before they were hos- 


TABLE 3 


pitalized than any other agency—with 16% 
of all Travis County patients admitted to 
the Austin State Hospital. The next agen- 
cies are the Department of Public Welfare 
with 9% of the patients and Austin-Travis 
County Health Department with 71% of 
all patients. 

When the number of patients and/or 
families known to the agencies is examined, 


Proportion of patients and families known by each agency * 


a eer nae Geren > kee 


AGENCY 


Brackenridge Hospital (social service department) 
State Department of Public Welfare 
Austin-Travis County Health Department 

Child and Family Service 

Travis County Welfare Department 

Juvenile Probation Department 

Salvation Army 

Visiting Teacher Department 

Adult Probation Department 

Community Guidance Center 


PATIENT AND/OR 


PATIENTS KNOWN FAMILY KNOWN 
Number Percentage Number Percentage 
24 16 $2 22 
13 9 22 14 
11 7 15 10 
9 6 12 8 
7 5 21 14 
4 3 12 8 
2 1 10 7 
2 1 5 3 
1 0.7 2 1 
= = 3 2 


* Based on 148 patients (number of first admissions with address in Travis County). 
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TABLE 4 


Age of patients known to an agency 
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NUMBER AGES 10-19 AGES 20-59 AGES 60-89 
OF PATIENTS 

AGENCY KNOWN Number Percentage Number Percentage Number Percentage 
Brackenridge 

Hospital 24 - - 18 75 6 25 
State Department of 

Public Welfare 13 2 15 1 1 11 85 
Austin-Travis County 

Health Department 11 2 18 7 64 2 18 
Child and Family 

Service 9 2 22 7 78 - - 
Travis County 

Welfare Department 7 a - 6 86 1 14 
Juvenile Probation 

Department 4 4 100 - - - - 
Salvation Army 2 = - 1 50 1 50 
Visiting Teacher 

Department 2 2 100 = = - - 
Adult Probation 

Department 1 = T 1 100 = = 


it becomes apparent that Brackenridge Hos- 
pital also has more contact with families 
(22%) than any other agency. The Depart- 
ment of Public Welfare with 14% of 
families and the Travis County Welfare De- 
partment with 14% of families follow in 
order. Next comes the Austin-Travis 
County Health Department with 10% of 
families, and the Probation Department 
with 8% and the Child and Family Service 
with 8%. 

The contact with the Juvenile Probation 
Department indicates that 12 families out 
of 148 (8%) which had a member hos- 
pitalized also had a child who received 
service from the Department. Of these 12 
family units, 4 had children who were 


hospitalized. 


4. What kinds of patients are known by the 
different agencies? 


An analysis of the ages of the patients 
known to the agencies reveals the fact that 
85% of patients the State Department of 
Public Welfare has contact with are over 60 
years of age. This is reasonable since the 
high proportion of those whom the State 
Department of Public Welfare serves are 
individuals over 65 years of age who need 
old age assistance. 

Table 5 shows that the State Department 
of Public Welfare sees about 30% of all 
patients who are over 60 before they are 
admitted to the Austin State Hospital. 
Brackenridge Hospital is next in order, see- 
ing 16% of patients over 60 before they are 
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TABLE 5 


Proportion of different age groups known to the agencies 


Se a 


PATIENTS UNDER 19 


PATIENTS 20-59 PATIENTS OVER 60 


AGENCY Number Percentage * 


Number Percentage** Number Percentage *** 


Brackenridge Hospital = - 
State Department of 


Public Welfare 2 33 
Austin-Travis County 

Health Department 2 33 
Child and Family Service 2 33 


Travis County 

Welfare Department = =- 
Juvenile Probation 

Department 4 67 
Salvation Army = = 
Visiting Teacher 

Department 2 33 


Adult Probation 
Department - - 


18 17 6 16 
= > 11 30 
7 7 2 5 
7 7 - os 
6 6 1 3! 


1 1 - = 


* Based on six patients under 19 (number of first admissions under 19 years of age with address in Travis 


County). 


** Based on 105 patients (number of first admissions ages 20-59 with address in Travis County), 
*** Based on $7 patients (number of first admissions 60 years of age and over with address in Travis County). 


admitted to the hospital, Child and Family 
Service has contact with 3 out of 6 children 
under 19 years of age and the Juvenile Pro- 
bation Department has contact with 4 out 
of 6 children. Of all patients between the 
ages of 20 and 59, 17% are seen at Bracken- 
tidge Hospital before they are admitted to 
the Austin State Hospital. In other words, 
Most of the children who become patients 
are known either to the Juvenile Probation 
Department or the Child and Family Sery- 
ice. The largest group of young and 
middle-aged adults are known to the hos- 
pital, while the older patients are known 
to the State Department of Public Welfare. 

As shown in Table 6, a greater propor- 
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tion of the Child and Family Service’s con- 
tact with patients is likely to be with more 
educated patients, which is the reverse of the 
situation in other agencies. On the average, 
70% of all agency contacts with patients is 
with the group with less than a ninth grade 
education. Of the 148 first admissions from 
Travis County, 50% had eight years or less 
of education. Approximately 20% of 
Travis County residents had had eight 
years or less of education. The present 
finding indicates that it is the group with 
less education which is more likely to be 
known to the health and welfare agencies. 
Also, this finding may relate to other 
studies which show that the lower socio- 


: 
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TABLE 6 


Pre-Hospitalization Contacts 


MANDELL AND CROMACK 


Proportion of patients known to the agencies in different educational groups 


AGENCY 


Austin-Travis County Health Department 
Brackenridge Hospital 

Travis County Welfare Department 

State Department of Public Welfare 
Child and Family Service 

Salvation Army 

Community Guidance Center 

Adult Probation Department 

Juvenile Probation Department 


_ Visiting Teacher Department 


Percentage of all known patients 


All first admissions 


economic group has a greater share in 
breakdowns.3 

In analyzing the number of agency con- 
tacts according to the patient’s diagnosis, it 
is interesting to find that 10 out of 23 pa- 
tients (43%) with chronic brain disorders 
who were known to any agency were known 
to the Department of Public Welfare. This 
might be expected in view of the older age 
of the group served by this department. 
Brackenridge Hospital had contact with 8 
out of 21 (31%) of those patients with psy- 
choses who were known to any agency, and 
with 7 out of 16 (44%) of those having per- 
sonality disorders. 


5. How many agencies had contact with 
patients and/or their famiiles? 


Table 8 shows that 22% of the patients 
and their families are known to only one 
agency, 14% to two agencies, and only 10% 


LESS THAN NINE 
YEARS OF EDUCATION 


NINE YEARS OR 
MORE OF EDUCATION 


Number Percentage Number Percentage 


7 64 4 36 
19 79 5 21 
5 71 2 29 
11 85 2 15 
3 33 6 67 
50 1 50 

1 100 - - 
3 75 1 25 
1 50 1 50 


or 16 family units to three or more agen- 
cies. This seems to indicate that family 
units which develop mentally ill individuals 
are not in contact with many health and 
welfare agencies. Unfortunately, no com- 
parison is available of the amount of con- 
tact with health and welfare agencies of 


Se a 
SF. C, Redlich, A. B, Hollingshead and Elizabeth 
Bells, “Social Class Differences in Attitudes Toward 
Psychiatry,” American Journal of Orthopsychiatry, 
25 (1, 1955); also Leslie Schaffer and Jerome K, 
Myers, “Psychotherapy and Social Stratification: An 
Empirical Study of Practice in Psychiatric Out- 
Patient Clinics,” Psychiatry, 17 (1954), 83-93; also, 
A. B. Hollingshead and F. C, Redlich, “Social Strat- 
ification and Psychiatric Disorders,” American So- 
ciological Review, 18 (1953), 163-69; Herman D. 
Stein, “Social Science in Social Work Practice and 
Education,” Social Casework, 36 (April, 1955), 147- 
55; Thomas A. C. Rennie and Leo Srole, “Social 
Class Prevalence and Distribution of Psychosomatic 
Conditions in an Urban Population,” Psychosomatic 
Medicine, 18 (6, 1956). 
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families who do not have a mentally ill 
member. 


SUMMARY AND IMPLICATIONS 


1. A total of 34% of the patients was known 
to at least one of a group of selected health 
and welfare agencies within a community 
within the 3-year period prior to first ad- 
mission to a state hospital. 


2. A total of 46% of the family units (pa- 
tient and/or family) was known to at least 
one of the selected agencies within the 3-year 
period prior to first admission to the state 
hospital. 

These findings are tangible evidence of 
the fact that in this community almost half 
of the families with a member who becomes 
severely mentally ill are in contact with 
health and welfare agencies of the com- 


TABLE 7 


munity before hospitalization. Before fur- 
ther generalizing these results, it would be 
valuable to have the study repeated in a 
larger community. Support is provided in 
the current findings for the conviction of 
experienced people in the mental health 
field that preventive programs should be 
channeled through already-existing health 
and welfare agencies, since they already are 
in contact with a large number of the indi- 
viduals who are most likely to need help. 


3. A total of 22% of the family units having 
a member admitted to the state hospital had 
had previous contact with the social service 
department of the city hospital. This hos- 
pital seems to be the single most utilized 
agency resource for people who become 
mentally ill, a fact which raises the question 
as to the nature of the complaints which 


Diagnoses of patients known to the agencies 


a Ne Si a 


AGENCY 


Austin-Travis County Health Department 
Brackenridge Hospital 

Travis County Welfare Department 
State Department of Public Welfare 
Child and Family Service 

Salvation Army 

Community Guidance Center 

Adult Probation Department 

Juvenile Probation Department 

Visiting Teacher Department 


Total contacts 
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MENTAL DISORDER 

Sos S 

3 os = 
p 8 Ss “2 
S65. .8 Se pe. Bag 
Q gf 22 2 a eee $ & 
S §2 32 28 §3 TS § 
& s9 SA BA EN EQ BQ 
TOTAL SS) ga a A = = 
11 EERE EO T, 1 = 
24 4 8 1 7 2 1 
7 Pip em 1 “ie pda 
13 Re UE TE A A eR Be 
9 - 1 4 2 1 1 n 
2 - 1 - - 1 $ = 
1 co = - - 1 - 
4 - - = 1 2 my 
2 = 1 - = 1 = = 


TABLE 8 


Pre-Hospitalization Contacts 


MANDELL AND CROMACK 


Number of agencies who had contact with patients and/or their families * 


ace 


PATIENTS KNOWN 


PATIENT AND/OR FAMILY KNOWN 


NUMBER OF AGENCIES Number Percentage Number Percentage 
None 98 66 80 54 
‘One agency 32 22 32 22 
Two agencies 15 10 20 14 
Three agencies 2 1 8 5 
Four agencies = - 5 3 
Five agencies 0.7 1 0.7 
Six agencies - - 1 0.7 
Seven agencies - = 1 0.7 


* Based on 148 patients (number of first admissions with address in Travis County). 


brought them to the hospital. Were 
physical symptoms an early sign of break- 
down? Rennie and Srole, as well as Kutner 
and others, find physical symptoms corre- 
lated with mental disturbance.* This find- 
ing also raises the question as to how the 
local hospital might be enabled to develop 
specific preventive services for these indi- 
viduals. 


4, Twelve families out of the 148 also had 
a child receiving services from the Juvenile 
Probation Department. Further study is 
needed on the relationship between dis- 
turbances in one member of the family unit 
and disturbances in children. There may 
well be implications here for preventive 
measures with these children at the time a 
family member is discovered to be ill. 


5. Four out of the 6 children under 19 who 
were later hospitalized were known to the 
Juvenile Probation Department. This sug- 
gests the potentiality of this agency in pre- 
ventive work with children. 


6. Of all patients between the ages of 20 
to 59, 17% have contact with the city hos- 


pital before commitment. The hospital 
may be the key agency in preventive serv- 
ices with the middle-age group. 


7. Of the patients who have contact with 
the agencies, 70% have fewer than nine 
years of education. Only 50% of first ad- 
missions have fewer than nine years of edu- | 
cation. Less than 20% of the total popula- 
tion in the county have fewer than nine 
years of education. 

The segment of the population with less 
education provides proportionately more 
patients to the state hospital and is more 
likely to be in contact with the health and 
welfare agencies than are other segments of 
the population. 


8. A review of the diagnoses of hospitalized 
individuals who have contact with the 
agencies shows that 44% of those diagnosed 
as having personality disorders had had 
contact with the city hospital. This finding 
raises the question of why individuals with 
personality disorders turn up at the hospital 


4Bernard Kutner, Five Hundred Over Sixty, New 
York, Russell Sage Foundation, 1956. 
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more than at the other health and welfare 
agencies. 


9. A total of 22% of patients and families 
is known to one agency, 14% to two agen- 
cies, and only 10% to three or more agen- 
cies. In general, families which produce 
mentally ill individuals, in this community, 
are not in contact with many health and 
welfare agencies. 


QUESTIONS FOR FURTHER STUDY’ 


A preliminary study of this kind can pro- 
vide only some initial and tentative clues 
to the problem of preventing severe mental 
illness. It does evoke pertinent questions 
which further studies might well explore 
profitably: 


1. How early in the development of a severe 
mental illness does the family identify the 
problem as being a mental illness? 

5 This section was contributed by Charles F. Mitchell, 


director of the Division of Mental Health, Texas 
State Health Department. 
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2. To whom do families turn for guidance 
when they first recognize symptoms of 
severe mental illness in a family member? 


3. How frequently do families already re- 
ceiving services from one or more health 
and/or welfare agencies turn to these 
agencies for guidance? 


4. To what extent and in what ways do 
agency workers become aware of severe ill- 
ness developing in a family they are serving? 


5. What are the ways in which agency 
workers attempt to help a family when a 
developing mental illness is recognized? 


6. To what extent are specialized services 
needed, or technical consultation indicated 
in these situations? 


7. To what extent are these resources avail- 
able? 


8. To what extent are these resources effec- 
tive when available and utilized by the 
health and welfare agencies? 


] 
= 
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Ba ac a Rie o N 


EUGENE E. LEVITT, PuD. 


Parents’ reasons 


for defection from treatment 


at a child guidance clinic 


Two common phenomena of the commu- 
nity child guidance clinic are the case which 
fails to come in for treatment when it is 
offered, and the case which breaks off the 
treatment process prematurely.1 Each type 
of case may constitute anywhere from 15% 
to 30% of the cases accepted for treatment 
in a given period. These are sizable pro- 
portions leading to sizable wastes of time 
and effort on the part of the clinic staff. 
Amelioration of the situation is obviously 
desirable. : 
The logical first step toward eliminating 
or cutting down the number of defectors 
and premature terminators is to explain 
defection and premature termination. A 
number of studies (1, 2, 3, 5, 7, 8) have 
aimed at uncovering the dynamics of the 
latter. Defection has been neglected, prob- 
ably because it occurs in volume only in 


the larger clinics. ( 
The studies of the premature terminator 


have sought to explain this phenomenon 
through analysis of case records, opinions 


es 


At the time he wrote this paper Dr. Levitt was di- 
rector of research at the Institute for Juvenile Re- 
search in Chicago. He is now chief of psychological 
services at Indiana University Medical Center, In- 
dianapolis. 


1At an open-intake community clinic like the In- 
stitute for Juvenile Research applications so exceed 
available therapists that only about a third of the 
cases examined diagnostically can be accepted for 
treatment. The selection of cases for treatment is 
therefore an important matter, and much attention 
is devoted to it. No case is accepted for treatment _ 
without a diagnostic work-up and a subsequent staff 
conference. Even then, a case must usually wait 
from 2 to 6 months for a therapist. The “defector” 
cases are those which are accepted for treatment 
but which do not come in for it when the therapist 
becomes available. The “premature terminators,” ` 
of course, are those cases which begin therapy but 
which break off the process suddenly after only a 
few treatment interviews. 
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of the therapists involved, and speculations 
by the clinic staff in general. Such data are 
of necessity suppositional and hence of 
limited value. The simple, direct approach 
of questioning the parent seems to have 
been overlooked or undervalued. It is not 
suggested that one should accept the ex- 
planation given by a parent at face value. 
On the other hand, the credibility of the 
parent's statement ought not to be ques- 
tioned a priori. Regardless of its credibil- 
ity, it is the sole direct datum and is 
therefore the most likely beginning for a 
comprehensive investigation. 

The direct approach was employed re- 
cently in a follow-up study of 40 defector 
cases by Inman (4). Using a partly struc- 
tured telephone interview, she obtained a 
total of 62 explanations, which she sorted 
into 9 categories. The present paper re- 
ports explanations given by 142 defector 


TABLE | 


cases at the Institute for Juvenile Research 
in Chicago, using a modification of In- 
man’s categorization system. The data were 
obtained by experienced psychiatric social 
workers in interviews conducted in the 
home between June and November 1956. 
The assignment of the parent's response to 
a category was done by the worker; re- 
sponses were so unambiguous that the use 
of multiple judges was not deemed neces- 
sary. 

The 142 cases involved were seen at IJR 
between 1944 and 1954. The range of 
time-intervals between the closing of the 
case and the follow-up interview was there- 
fore 2 to 12 years. The mean time-interval 
per case was 7.17 years, the fine median 
6.86 years. It is probably a fair estimate 
that about 7 years had elapsed on the aver- 
age since these cases had had any contact 
with the clinic. 


Primary explanations given for failure to begin treatment 


ae SS a 


EXPLANATION 


FREQUENCY PERCENTAGE 


a CENTAGE 


Waiting period too long 14 9.9 
Dissatisfied with clinic 5 3.5 
Never called to come in for treatment by clinic 26 18.3 
Mother resistant to treatment for herself 20 14.1 
Father objected to treatment of child 9 6.3 
Child refused to come for treatment 5 3.5 
Child referred to institution or placed 5 3.5 
Circumstantial interference with treatment arrangements 24 16.9 
Child improved spontaneously 6 4.2 
Child improved; attributed to environmental change 5 3.5 
Child improved; attributed to diagnosis 8 5.6 
Seriousness of child’s problem denied 4 2.8 
Miscellaneous 6 4.2 
No explanation given 5 3.5 


Total 


142 99.8 
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TABLE 2 


Defection from Treatment 


LEVITT 


Responsibility for failure to begin treatment 


as reflected in explanations given 


Eee 


RESPONSIBLE AGENT 

Clinic 

Family member 

Circumstances 

Condition of child’s symptoms 

Miscellaneous and no explanation 
Total 


FREQUENCY PERCENTAGE 
45 31.69 
34 23.94 
29 20.42 
23 16.20 
11 7.75 
142 100.00 


a 


RESULTS 

The breakdown of explanations into 14 
categories is shown in Table 1. There is ac- 
tually only one category (“dissatisfied with 
clinic”) which was not used by Inman. 
The additional 4 categories are finer break- 
downs of reasons involving resistance of 
family members and improvement of the 
child. Despite the relative similarity of 
tle categorization systems, it is not possi- 
ble to make precise comparisons of the two 
sets of data since Inman has not separated 
primary and secondary explanations.” 

It would, of course, be incautious to 
simply accept all explanations given by the 
parents without question. However, at 
least one kind of explanation can be ac- 
cepted. When a mother reports that treat- 
ment was not begun because she was re- 
sistant to therapy for herself, there do not 
seem to be any grounds for doubting her 
veracity. Twenty cases, representing 14.1% 
of the sample, fell into this category. It 
is likely that these mothers were victimized 
by a prevalent misconception in which 
clinic treatment is seen as invariably 
focused solely on the child. Since they 
seemed to have been unable to accept treat- 
ment for themselves, most, if not all, of 
them probably would never have applied 
at the clinic except for this misconception. 


One of the interesting phenomena found 
in both Table 1 and in Inman’s results is 
the frequency of parents who contend that 
they were never notified by the clinic to 
come in for treatment. Eleven of Inman's 
40 cases, or 27.5%, gave this explanation, 
and it is obvious that it must be considered 
the primary explanation any time it is 
given. Twenty-six, or more than 18% of 
the present sample, also volunteered this 
reason.® In view of the fact that every 
case in both samples had been accepted for 
therapy, these figures are peculiar to say the 
least. A careful check of the records of 
the 26 cases indicates that in only 2 in- 
stances is there any possibility that the con- 
tention of the parent is valid. In every 
other case, the record shows clearly that 
contact was broken by the family itself. It 
is therefore highly probable that this ex- 
planation is specious. It may represent an 
attempt to deny personal guilt by blaming 
the clinic, as Inman has suggested. 


_ 


2The responses in Table 1 are all primary ones. 
The separation of primary and secondary explana- 
tions was not a problem in this study since only 20 
cases volunteered more than one explanation. In 
those cases, the determination of the primary ex- 
planation was accomplished by the interviewer. 


8 The percentages for the two studies do not differ 
significantly Chi-square is 1.11, P = .29. 
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It may be of value to conceptualize ex- 
planations in terms of whom or what is 
responsible for the failure of the patient 
to enter into treatment. A breakdown ac- 
cording to this approach is shown in Table 
2. 

The clinic was at fault in slightly more 
than 3 out of 10 cases, according to the par- 
ents. However, more than half of this 
percentage is made up of the cases report- 
ing that the clinic failed to contact them. 
Action or attitude of a family member, 
circumstances or environmental conditions, 
and improvement in the child’s symptoms 
are each held responsible in roughly one 
out of every five instances. The last cate- 
gory bears directly on the use of defector 
cases as a control group in evaluating the 
effects of therapy, as, for example, in the 
studies of Lehrman et al. (6) and Witmer 
and Keller (9). If the statement of the 
parent is again accepted at face value, then 
it is evident that a certain amount of symp- 
tom remission—some spontaneous and 
some with known cause—has already taken 
place from three to nine months after ap- 
plication. This suggests that the investiga- 
tor should proceed with caution in using 
such a case as a control, but it also empha- 
sizes the need for a control group in evalu- 
ating treatment experimentally. 

Other interpretations from these, and the 
remaining frequencies and percentages, are 
left to the discretion of the reader. How- 
ever, in drawing inferences one should bear 
in mind that the standard errors of the 
percentages in Table 1 range from 1.5% 
to 8.3%. This means that as an estimate 
of a “true” percentage (that is, one which 
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would be obtained from a very large group 
of cases) a percentage may be in error by 
as much as + 4% to 8.5%. Small differ- 
ences between percentages should there- 
fore be ignored. 
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SAUL HOFSTEIN, D.S.w. 


Planning for 


family life education 


The need for family life education is a 
product of our change-centered, future- 
oriented culture. Tradition-bound cul. 
tures had no need for any intermediary in 
transmitting the established patterns of 
family living. Family life was established 
in accordance with custom. Roles were 
clear and defined; relationships between 
husband and wife, parents and children 
were definite and well established. The 
family itself was the vehicle for transmitting 
values, standards of behavior and role re- 
sponsibilities from one generation to an- 
other. The girl, growing up in her home, 
learned from early childhood what her role 
would be as a woman, wife and mother. 
She also experienced with brothers and 
father what would be the male role in 
family and society. She in turn, using her 
own childhood, could pass on this teaching 


to her children, who would grow up under 
essentially the same conditions as she had, 
Under such circumstances there was no 
need for the establishment of any family 
life education programs. 

Modern American culture has relegated 
tradition to a secondary role. The devel- 
opment of our technology, the expansion of 
our knowledge in all directions, the facilita- 
tion of mobility through communication 
and transportation have had the effect of 
substantially changing the very pattern of 
living from one generation to the next, In 
times of such cultural flux, values have been 
a 
Dr. Hofstein, who presented this paper May 2l, 
1957 at the National Conference of Social Welfare, 
is in private practice as a social work consultant, 
He is an associate at the University of Pennsylvania 
School of Social Work and assistant professor at the 
Adelphi School of Social Work in Garden City, N. Y. 
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changing; the roles of man and woman, 
husband and wife, parents and children, 
adult child and aged parent have likewise 
reflected the turbulence of the surrounding 
culture. Another factor contributing con- 
fusion has been family mobility, both in 
position in the socio-economic scale and 
physically in location of the family home. 
Values appropriate to former status or to 
other communities of the parents’ child- 
hood are no longer appropriate to their 
new social status or to the community in 
which their children are growing up. The 
cohesive force of custom and tradition has 
been replaced by external forces which are 
often divisive in effect. 

These divisive forces not only operate 
outside the family but create tensions within 
it. The emphasis on individuality and 
the stress on “romantic love” have created a 
dilemma for both husband and wife. How 
can one maintain his individuality when 
the core of family living requires a yielding 
to the needs of the family? How does a 
woman, prepared and educated in many 
respects for the same role as a man, and 
prior to her marriage living a similar role, 
suddenly readjust herself to the role of 
housewife and mother—a role for which 
she has had inadequate if any preparation? 
Without the support of established patterns, 
husband and wife together must work out 
their relationship, without help from the 
older generation. Their parents, who in 
other cultures comprise a stabilizing force 
and the repository of skill, knowledge and 
tradition, may often, in our culture, con- 
stitute a problem for the modern couple— 
a problem which, because of increasing 
longevity, lasts almost until the grandchil- 
dren reach adulthood. 

With the diminution in the size of the 
family, the stake in each child grows pro- 
portionally larger. Reenforced by current 
psychological concepts, the parent has the 
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sense of an enormous responsibility. Where 
in other cultures children are accepted and 
their growth is taken as a matter of course, 
in our present culture the parent sees his 
or her responsibility as individual. Our 
stress on delinquency and mental illness, 
accompanied by the etiological emphasis in 
our psychologies, has created fear in many 
parents that normal expressions of willful- 
ness, aggression and difference in the child 
may be harbingers of pathology in adult- 
hood. Our emphasis on what the child may 
become often serves to make it difficult to 
accept what he is and what he needs at 
present. Instead of being helped, the par- 
ent is often placed under further strain by 
the varieties of philosophies of child-rear- 
ing, by the changes in prevalent theories 
and the conflicts between different schools 
of thought. All of these factors operating 
in a world scene full of tensions have cre- 
ated what might be termed a generalized 
intra-familial and parental anxiety. 

One might easily say at this point that 
we ought, rather than extend family life 
education, to return to the stability of the 
old traditions and customs. Even if we 
could turn back the tide of social change, 
the process would involve forgetting the 
cost paid for that stability in poverty, 
hunger and waste of human resources. 
Rather, we must recognize that the very 
forces which created problems for the fam- 
ily have brought with them forces which 
will help it emerge from this period of 
transition stronger and more capable of ful- 
filling its role in modern society. The ex- 
pansion of knowledge, the improvement in 
health, the removal of the spectre of starva- 
tion and poverty, the increased opportunity 
for the realization of individual potentiality 
—all open new horizons for the family and 
its members. The evolution of the helping 
professions has been another such force. 
Family life education itself has been devel- 


oped as a means of helping the family find 
its strength and realize its potentialities in 
this dynamic epoch. Its origins date from 
the time the social changes discussed began 
to have their effect. Family life education 
has grown out of a need, in a changing cul- 
ture, for clarifying roles and for finding 
another type of stability—that which comes 
with a sense of direction and a capacity to 
move in harmony with the changing culture. 

Our problem then is not to know how to 
recognize the need for family life educa- 
tion. We can assume that the need is 
present as part of our culture. Rather, our 
task is to understand that need. Here we 
must recognize that there is a polarity of 
need. There is both the need of the com- 
munity or the agency which provides the 
program as well as the need of those to 
whom the program is directed. These two 
poles do not always correspond. The com- 
munity’s need may be to prevent delin- 
quency or mental illness. Its objective may, 
in some instances, be the extension of preva- 
lent values and modes of child-rearing. 
Sometimes a program may stem from the 
desire of a particular agency or group to 
enhance its position in the community. 
While the agency may have a variety of 
purposes in providing family life education, 
it is hoped that the prevalent motivation of 
family life education is to reenforce the 
family and provide it with the knowledge, 
understanding, tools and self-confidence 
necessary to the fulfillment of its members 
and to the contribution it must make to the 
changing society. 

At the other pole, needs vary in the 
groups to whom family life education is 
directed. There are groups and communi- 
ties where the primary need is for elemen- 
tary knowledge about sanitation, health and 
available social resources. It would be ex- 
tremely difficult to interest a group of par- 
ents in family life education who are forced 
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to be away from their children because of 
the lack of adequate income, or who must 
live with their children in inadequate, 
crowded homes. It is not without reason 
that the strongest response to parent and 
family life education efforts has been from 
families in good housing with fairly good 
educational backgrounds. 

For some groups the need for family life 
education may grow out of a genuine sense 
of helplessness and confusion in a changing 
world which the parent seeks to counteract 
by the accumulation of knowledge and 
guidance from the “expert.” On the other 
hand, there are groups and communities 
where the educational level is high, where 
knowledge about family relations and child- 
rearing methods is widespread, and where 
families are particularly attuned to the re- 
sponsibility of parenthood. Such parents 
may need reassurance about their own ca- 
pabilities as parents, and help in accepting 
and coping with the ever-present unknown 
and unpredictable elements in their chil- 
dren’s behavior. The need for family life 
education, which varies with each group, 
must be understood and carefully assessed 
if a program is to be meaningful and 
helpful. 

We must be most careful lest we make of 
family life education a panacea. It cannot 
and should not aim at curing all the evils of 
our modern complex society. It cannot 
alone free us of crime and delinquency or 
prevent mental illness and unhappiness. 
We must be most modest in seeing family 
life education as one element in the cul- 
ture’s effort to assuage the effects of its own 
changing. But we must affirm with convic- 
tion what it can do, and make an organized 
effort to realize its potential contribution. 

I would like to describe briefly how one 
community, the county of Queens of New 
York City, attempted to clarify the need for 
family life education and to develop a pro- 
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gram to meet it. It is not a success story, 
for many of the objectives were not met. 
Yet during the life of the effort all of its 
participants had conviction regarding its 
value and felt it contributed to the develop- 
ment of the community. 

It began when various individuals and 
groups became aware of a variety of pres- 
sures, within the community, for parent 
education. Family agencies saw the need 
in the confusion and distortions that were 
occurring in parent-child relationships of 
the families they served. Health agencies 
were finding parents asking many questions 
which could be answered on a group basis. 
Parent-Teacher Associations were con- 
fronted with problems of programming and 
with recurrent demands of parents for help. 
Professionals in the community were beset 
with requests to speak to groups. 

A parent group brought its sense of prob- 
lem before a committee on services for chil- 
dren associated with the Queensborough 
Council for Social Welfare. In this com- 
mittee, representatives of professional and 
lay organizations concerned with services 
for children could examine the problem 
together. The decision was made to or- 
ganize a special committee on parent educa- 
tion which would concern itself on a con- 
tinuing basis with parent education in 
‘Queens. The committee would include 
both those active in providing parent educa- 
tion as well as the parent groups them- 
selves. 

The resultant committee was made up of 
representatives of family agencies, child 
guidance clinics, health agencies, public 
schools, nursery schools, religious organiza- 
tions and various parent groups. Naturally, 
within this committee all the conflicting 
points of view regarding parent education 
would be given expression. But the group 
could come to the agreement that parent 
education was a many-faceted endeavor 
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which required varied approaches. The 
group could also agree that, rather than ex- 
pansion of parent education programs, the 
more urgent needs were for clarification and 
coordination of current activities, provision 
of leadership and dissemination of knowl- 
edge about resources. Before any new pro- 
gram of parent education should be or- 
ganized it would be important to know 
what was already being done, who was do- 
ing it, and in what way the resources already 
available within the community could most 
effectively be used. 

We learned that a considerable amount 
of parent education was going on in the 
community. Some fine work was being ac- 
complished; but the activity, viewed from 
a community-wide perspective, was often 
haphazard and completely uncoordinated. 
The same programs were being repeated 
within the same neighborhood. Unquali- 
fied personnel were being used to present 
conflicting points of view to the parents. 
Some communities planned programs which 
had practically no attendance; other com- 
munities, where parents were eager for help, 
could not arrange programs. There were 
willing and active lay leaders in parent 
groups who lacked the resources and guid- 
ance they needed to develop effective 
programs. 

The committee concentrated its efforts on 
developing central leadership and left to 
the various organizations the carrying out 
of specific programs. We began working 
on a directory of resources for parent educa- 
tion and established a channel for the ex- 
change of information about parent educa- 
tion. The public library, represented on 
our committee, prepared a special collection 
of parent education materials. We planned 
and carried out two institutes on parent 
education: one for related professional 
groups interested in this activity, the second 
for lay leaders whose concern it was to de- 


velop such programs within the community. 
In this manner we were able to make avail- 
able to Queens the knowledge and experi- 
ence of many of the top parent educators in 
the city. 

Out of these activities the committee be- 
came convinced that there was and would 
be a continuing need for this type of coor- 
dinative, consultative and directive leader- 
ship in addition to a planned expansion of 
family life education programs. Unfortu- 
nately, because of both lack of funds and 
the mobility of the professional personnel in 
the leadership of the committee, the com- 
mittee could not continue its work. How- 
ever, we did find that there was a genuine 
role for community planning in so complex 
an area as family life education. 

In some areas the problem was found to 
be not a lack of resources but a confusion 
of resources. In other areas the problem 
was the lack of communication between 
people seeking parent education and the 
resources offering it. Quite frequently also 
we found that confusion was created by 
varying conceptions and philosophies of 
parent education. While the committee 
did crystallize a definite need for a consult- 
ant service, unfortunately the necessary 
funds even to sustain its activities could not 
be obtained. 

In thinking of the need for family life 
education one is confronted by a dilemma. 
On the one hand, one cannot help but feel 
the satisfaction and response of groups of 
parents to a well planned family life educa- 
tion program. Yet as one meets with groups 
throughout a community one has to wonder 
as well whether, in our zeal and intensity, 
we may not sometimes achieve precisely 
the opposite of what we aim for. Certainly 
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any good parent education program should 
alleviate the anxiety of parents and should 
help them to relax in their role of parent- 
hood. Yet how often have we stirred up 
great anxiety with the emphasis on the 
possible dangers of parental mistakes? Who 
in this field has not had a parent get up to 
ask the question: “Is everything hopeless? 
I have raised my children according to an- 
other set of principles!” 

Our dilemma as family life educators 
rises from the fact that education, like all 
learning, must depend to a certain degree 
on anxiety or disbalance between a person's 
present state of being and what he would 
like to be. Yet we have as our aim the 
easing of anxiety and the opening up of the 
individual's potentialities. How do we op- 
erate so as to avoid increasing anxiety in 
parents? How can we provide information 
and learning for parents that do not set 
goals which are unattainable? How can we 
present our material so that parents will 
not be left feeling like failures? How can 
we develop our methods and techniques so 
as to leave room for the child’s inherent 
growth capacities and to take cognizance of 
the fact that parents are not the sole factors 
responsible for the ultimate state of their 
children? How can we introduce more 
fully into family life education the relation- 
ships of husband to wife, of family to grand- 
parents, of family to community? 

I wish it were possible to answer these 
questions I have raised. But in the last 
analysis any good family life educator must 
recognize that inherent in our work with 
and for families and children are many un- 
knowns and that to claim ultimate and 
final knowledge would be to attempt an 
impossible role. 
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ALBERT A. KURLAND, M.D. 


Evaluation of ataractic drugs 


in the psychiatric treatment 


of state hospital patients 


Some results and special problems 


The nearly simultaneous arrivals of chlor- 
promazine and reserpine on the therapeutic 
horizon in 1952 in the treatment of the 
psychotic patient rekindled man’s dream of 
ultimately finding a chemical agent that 
would resolve the schizophrenic complex 
with all its protean manifestations. Aldous 
Huxley (1) voices this dream in almost lyri- 
cal fashion in an essay on the history of 
tension: 

“Once the seeds of science have been 
planted they tend to sprout and develop 
autonomously according to the law of their 
own being, not according to the laws of our 
being. Pharmacology has now entered 
Dr. Kurland, who is director of medical research at 
Spring Grove State Hospital, Catonsville, Md., pre- 


sented this paper August 31, 1957 at the annual 
meeting of the American Psychological Association. 
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upon a period of rapid growth, and it seems 
quite certain that in the next few years 
scores of new methods for changing the 
quality of consciousness will be discovered. 
-.. The pharmacologists will give us some- 
thing that most human beings have never 
had before. If we want joy, peace and lov- 
ing kindness, they will give us loving kind- 
ness, peace and joy. If we want beauty, 
they will transfigure the outside world for 
us and open the door of visions of unimag- 
inable richness and significance. If our de- 
sire for life is everlasting, they will give us 
the next best thing—aeons of blissful ex- 
perience miraculously telescoped into a 
single hour. They will bestow these with- 
out exacting the terrible price that, in the 
past, men had to pay for resorting too fre- 
quently to such consciousness-changing 


drugs as heroin or cocaine, or even that 
good old standby, alcohol. Already we 
have at our disposal hallucinogens and 
tranquilizers whose physiological price is 
amazingly low, and there seems to be every 
reason to believe that the consciousness 
changes and tension relievers of the future 
will do their work even more efficiently and 
at even lower cost to the individual. 
Human beings will be able to achieve ef- 
fortlessly what in the past could only be 
achieved with difficulty, by means of self- 
control and spiritual exercises. Will this 
be a good thing for individuals and for 
societies? Or will it be a bad thing? These 
are the questions to which I do not know 
the answers.” 

Where other modalities of available 
treatment have failed, the success of the 
new “wonder drugs” has been at times 
almost miraculous in the alleviation of the 
illness of the psychotic patient, chronically 
hospitalized and confined for prolonged pe- 
riods to seclusion rooms because of an aber- 
rant reactivity resulting in an almost 
complete disintegration of personality and 
interpersonal relationships. The impact of 
the efficacy of these drugs in psychiatric set- 
tings has precipitated an intensity of inves- 
tigation which has culminated in the pro- 
duction of a prodigious amount of reports 
appearing within the last several years. As 
a result of all this feverish effort, the limits 
of the advance of this new concept in chem- 
otherapy appear now to be coming into 
sharper focus. Accumulated clinical ex- 
periences and the wealth of data from re- 
search efforts have revealed two separate 
and distinct tranquilizing effects, namely, 
a calming and an anti-psychotic effect. 

Barsa (2) points out, on the basis of clini- 
cal experiences common to the psychiatrist, 
that the schizophrenic patient being treated 
with reserpine or one of the phenothiazines 
will be left at times with considerable ten- 
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sion and anxiety, even though his delusions 
and hallucinations have disappeared. On 
the other hand, it is also possible to obtain 
what is apparently a truly tranquilizing ef- 
fect without eliminating delusions and hal- 
lucinations. On the basis of his observa- 
tions, Barsa felt that he could list the four 
groups of tranquilizers in the order of their 
tranquilizing effectiveness as follows: me- 
probamate, phenothiazines, Rauwolfia and 
diphenylmethanes. But according to their 
anti-psychotic effectiveness, he would list 
them in the following order: phenothia- 
zines, Rauwolfia, meprobamate and di- 
phenylmethanes. The specific action of each 
of these compounds has been found to run 
along the following therapeutic lines, 


PHENOTHIAZINES 
In reviewing the literature regarding the 
effectiveness in psychotic reactions of each 
of the above groups of tranquilizers, the 
phenothiazines have been indicated as be- 
ing of most value in hyperactive, assaultive 
and destructive patients. The reserpine 
alkaloids have also been of value, but com- 
parative studies (3) indicate that the re- 
serpine alkaloids do not appear to act as 
quickly nor to as great a degree as the 
phenothiazines. The diagnostic categories 
showing the best response to tranquilizers 
as a whole have been the catatonic or para- 
noid excitements and the manic depressives 
in the hypomanic or manic state. In con- 
trast, regressed schizophrenics who have be- 
come apathetic, hebetudinous and non-re- 
active to their hallucinations and delusions 
are not favorable subjects for this form of 
therapy, nor are patients with depressive 
reactions without anxiety and tension. 
Feldman (4), in evaluating the effect of 
chlorpromazine in chronic schizophrenic 
patients, found changes in the following 
factors (reported in percentage improve- 
ment, going from those factors showing 


531 


least improvement to those showing most): 
insight 12.0; judgment 22.5; memory 28.5; 
orientation 30.0; realistic planning 31.0; af- 
fect 33.5; compulsiveness 34.0; self-mutila- 
tion 43.0; participation in adjunctive ther- 
apy 43.5; sociability 44.0; appropriateness 
of conversation 47.5; delusions 48.0; dress 
48.5; appetite 51.0; amicability 53.5; accessi- 
bility 53.5; mannerisms 54.5; sleep 55.5; 
negativism 57.5; hallucinations 58.0; hos- 
tility 67.0; tension 71.0; hyperactivity 73.0; 
combativeness 74.0. The dramatic effect of 
chlorpromazine on such factors as tension, 
hyperactivity and combativeness, and the 
slight effects on insight, judgment and 
memory is an intriguing contrast since the 
former are all maximally related to physio- 
logical functioning while the latter are 
minimally related. It is also interesting to 
observe that hallucinations were affected to 
a greater degree than were delusions. Here, 
again, since hallucinations are on the per- 
ceptual level they are more closely related 
to physiological processes. Freeman (5) 
analyzes the effect of chlorpromazine on the 
ideational content and makes these same 
observations: 


“There has been general agreement on 
the behavior improvement in patients on 
these medications. There is less agreement 
about the intrinsic psychotic mechanisms. 
It could be safely assumed that in the pa- 
tients sent home with a complete or social 
remission, there has been a reinstitution, to 
at least a marked degree, of the prepsy- 
chotic personality. For other patients who 
have lost their aggressiveness or hostile be- 
havior, the disappearance of delusions and 
the reconstitution of fragmented thinking is 
still in doubt.” 


RAUWOLFIA 


Using reserpine as the prototype of the 
rauwolfia alkaloids, one can say that the 
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therapeutic limitations of chlorpromazine 
have also been reported for reserpine. Ina 
study of the effect of reserpine on psycho- 
dynamic and social processes by Savage (6), 
four chronic, regressed, schizophrenic pa- 
tients were chosen since they had all been 
under close observation for two years and 
had received continuous intensive psycho- x 
therapy in a therapeutic setting with no 


change. Placed on reserpine, they showed 
sudden dramatic improvement. Not only 
was their hostility decreased and their as- 
saultive behavior controlled, but they be- 
came concerned about the other patients’ 
reactions and made visible efforts at self- 
control. They were less preoccupied in 
themselves, became interested in other peo- 
ple and more friendly toward them. They 
participated in group activities and group 
therapy. They talked more freely and ra- 
tionally. Also, the favorable effect of re- i 
serpine led to renewed interest on the part 
of the personnel. Psychotherapy was more 
comfortable for both patients and doctors; 
it transformed a dysjunctive hour that 
everyone dreaded to one that all welcomed 
because mutual anxiety had been reduced. 
The content of the patients’ speech became 
less concerned with their delusions and 
more with their daily living. The psychotic 
processes tended to appear more in dreams 
and less in waking life. However, the psy- 
chotherapeutic situation improved only in j 
the sense that all social and interpersonal 
relations were better. In the sense of ther- 
apy as a collaborative investigation into the 
patients’ difficulties in living, psychotherapy 
was not facilitated. The patients avoided 
sensitive areas as effectively as they had 
before reserpine. Their improved func- 
tioning seemed predicated on a successful 
denial of their problems and avoidance of — 
their difficulties. i 
Eventually the patients in Savage’s study . 
reached a plateau that they were unable to _ 


transcend, and none became well enough 
to leave the hospital. Environmental stress 
was soon able to reverse the favorable ef- 
fects of reserpine. After six months, re- 
serpine was temporarily discontinued, and 
the patients all relapsed to their former 
state. The improved interpersonal situa- 
tion under reserpine had no lasting effect. 
Savage (6) concluded that despite dramatic 
psychological and social changes induced 
by reserpine it cannot be said to facilitate 
psychotherapy. 

Some authorities, in comparing chlorpro- 
mazine with reserpine, conclude that both 
drugs are effective in the treatment of pa- 
tients with paranoid reactions. Chlorpro- 
mazine, however, is generally considered 
the better agent. In the tranquilization of 
patients with schizo-affective reactions, 
chlorpromazine also appeared to be the 
drug of choice. On the other hand, pa- 
tients with hebephrenic reactions, as well as 
those with mixed hebephrenic catatonic re- 
actions, benefit more from reserpine. 
Though the patients of the latter group 
exhibit better ward adjustment and man- 
agement with chlorpromazine, they do so 
at the price of aggravation of symptoms of 
withdrawal, apathy, passivity and seclusive- 
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ness. It must be pointed out, however, that 
many investigators claim no single diag- 
nostic category seems to respond outstand- 
ingly to any one drug. 


In comparing the overall efficacy of these 
compounds in treating schizophrenic pa- 
tients with other therapeutic approaches, 
Alexander (7) compiled the data below. 
Other investigators, however, report greater 
degrees of response. Scherer and Trehub 
(8) studied the effects of physiodynamic 
treatments in a hospital over a 10-year pe- 
riod on patients diagnosed as chronic para- 
noids and catatonics. They found drugs 
to be reliably effective in 77%, E.c.T. in 
70%, insulin in 51% and lobotomy in 41%, 
The disparity in the results of these two 
studies illustrates quite graphically the con- 
trasting character of treatment efficacy re- 
ports and emphasizes the great need for uni- 
formity in the definition of experimental 
variables, particularly in the description of 
improvement. 

Comparative studies dealing with the ef- 
fectiveness of the latest tranquilizing com- 
pounds that have been introduced with the 
hope of decreased complications, speedier 


actions and lower required dosages are now 


Effects of various types of therapies on schizophrenic patients (Alexander) 


PERCENTAGE OF 
COMPLETE REMISSION 


NUMBER OF COMBINED WITH 
TYPE OF THERAPY PATIENTS SOCIAL REMISSION 
Custodial and supportive treatment 11,080 19 
Insulin coma 9,483 48 
Chlorpromazine 1,517 34 
Convulsive shock 7,357 29 
Reserpine 897 22 
Lobotomy 1211 18 
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beginning to appear (4, 9, 10). These in- 
vestigations have dealt mainly with the re- 
activity of chronic patients. Comparative 
studies on acutely ill psychiatric patients 
present formidable obstacles resulting from 
a conflict between the rigid requirements of 
present day methodological approaches and 
the therapeutic needs of clinical opera- 
tional settings. 


MEPROBAMATE 


Some of the more recent additions to the 
psychiatrist's armamentarium of tranquil- 
izers are the propanediols, of which mepro- 
bamate (known as Miltown or Equanil) is 
the most familiar example. This is a tran- 
quilizing drug that differs from chlorpro- 
mazine and reserpine in that it is a short, 
straight chain molecule without complex 
ring structure and without effect on the 
autonomic nervous system. Meprobamate 
is said to block multineuronal reflexes at 
all levels of the central nervous system, but 
it has little effect on the monosynaptic re- 
flexes and none on the myoneural junction 
(11). This drug has been found to produce 
favorable results in anxiety reactions and 
tension states in the milder forms of schizo- 
phrenic reactions (12). The factor which 


has made it an appealing agent for study i 


in chronic psychiatric patients is its con- 
spicuous lack of major or minor side reac- 
tions. 

In a study by Hollister et al. (13) on the 
effect of meprobamate on hospitalized 
chronic psychiatric patients, the impression 
was obtained that the type of sedation 
achieved resembled qualitatively, although 
to a much lesser degree, that approached 
by chlorpromazine or reserpine. Tucker 
and Wilensky (14) reported a similar obser- 
vation, namely, a reduction in anxiety and 
tension levels of chronic schizophrenic pa- 
tients. Unfortunately, both of these reports 
failed to indicate the changes in the asso- 
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ciated symptomatology of the patients as a 
result of diminished anxiety. Hollister (13) 
expressed the opinion that the type of pa- 
tient with a schizophrenic reaction who re- 
sponds best to meprobamate is the one 
whose psychosis is relatively mild, and in 
whom symptoms of anxiety and somatic 
complaints are prominent. This type of 
schizophrenic is sometimes made worse by 
chlorpromazine or reserpine, since he reacts 
with increased anxiety or depression to the 
strange bodily sensations produced by the 
autonomic actions of these drugs. The lack 
of such effects makes meprobamate a more 
easily tolerated agent. Barsa and Klein 
(15) observed that while meprobamate was 
ineffective in a small group of chronic 
schizophrenic patients, in combination with 
chlorpromazine it produced improvement 
in some patients previously resistant to 
drug therapy. 


DIPHENYLMETHANES 


In the last few years several of the diphenyl- 
methanes have been studied for their effect 
on schizophrenic reactions. The compound 
which received the greatest amount of at- 
tention was azacyclonol, known as Fren- 
quel. On the basis of observations by 
Fabing (16), who found that this drug had 
a blocking action on the hallucinatory phe- 
nomena of a psychotomimetic-like drug 
such as LSD, it was introduced into the 
treatment of psychoses associated with acute 
hallucinatory phenomena. Rinaldi et al. 
(17) subsequently reported favorable ex- 
periences in the treatment of psychoses. 
However, further studies by Lemere (18), 
Rosner (19) and Peak et al. (20) have not 
confirmed these initial favorable observa- 
tions. The interesting fact is that while 
azacyclonol can block the psychotomimetic 
effects of LSD and mescaline induced psy- 
choses, it apparently falls far short in pro- 
ducing the same effects in the schizophrenic 


reactions. We have found this to be the 
case in our work with the drug at Spring 
Grove State Hospital. 

Diphenylmethanes have recently been in- 
troduced as tranquilizers in non-psychotic 
states. Those which have achieved some 
degree of success are hydroxyzine (Atarax) 
and benactizine (Sauvatil). In the schizo- 
phrenic reactions these particular drugs 
have as yet contributed little. 


SPECIAL PROBLEMS 


Judging from the clinical studies reported 
above and from our own personal experi- 
ences at Spring Grove State Hospital, the 
drugs most widely used in the state psychi- 
atric hospitals at this time are the pheno- 
thiazines and rauwolfia alkaloids, with the 
former being used much more than the 
latter. There are wide ranges of pharm- 
acological activity with these particular 
drugs, as well as a myriad of differences in 
psychic effects. Little is known about those 
factors operating within the personality 
structure which influence a patient's reac- 
tion to a specific drug and not to others. 
Also, not all patients react the same to the 
same dosage level of a drug, a fact which 
has led psychiatrists to depend upon highly 
individualized dosage determinations. The 
entire complex of a patient’s drug reac- 
tivity is a clouded issue, since this reactivity 
must be viewed in relationship to unsteady 
base lines of non-drug behavior, which are 
subject to spontaneous fluctuations and 
symptom variability. As a result, any study 
of drug effects on such factors as anxiety, 
tension, apprehension and excitability be- 
comes an arduous undertaking which must 
be surveyed from many different perspec- 
tives. 

Yet in spite of the obstacles enumerated 
above the widespread use of drugs has given 
rise to many questions which emphasize the 
need for further research. Some of the 
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problems confronting the clinical psychi- 
atrist at this time are the following: Can 
prognostic indicators be developed which 
will foretell with a fair degree of accuracy 
the type of response a patient will have to 
any particular drug? If a patient is respon- 
sive to drug therapy, how long must he be 
maintained on this type of treatment with- 
out the threat of subsequent regression? 
(In answer to this question, the accumu- 
lated clinical experiences indicate that the 
more chronic and regressed a patient has 
been, the more important it is to keep him 
on prolonged maintenance dosages of one 
of the anti-psychotic types of tranquilizer 
or ataractic. Not too much can be said on 
this matter regarding the acutely ill pa- 
tient.) A practical, as well as pragmatic, 
question is the following: Once a patient's 
psychotic symptomology is brought under 
control by the use of a drug, can he be 
changed over to a drug which has less side 
reactions and is less costly? This question 
is complicated by the puzzling phenomenon 
the psychiatrist observes from time to time 
—that a patient may show a marked re- 
sponse to one drug of a generic family and 
show a very poor response to a second drug 
of the same family. On the surface there 
seem to be no distinguishing factors in 
terms of chemistry or psychodynamics to 
explain this, Also, the relationship be- 
tween drug chemistry and central nervous 
system and autonomic nervous system re- 
activity is still undefined. A final question 
that might be asked here is the following: 
What can we learn from the fact that the 
drugs must be given for a certain period 
of time before they accomplish their pur- 
pose? Will this particular phenomenon 
eventually be discovered to be related to 
the inhibition or development of new con- 
ditional patterns of reactivity? 

The philosophy of drug therapy as a 
treatment procedure is another problem 
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that bears careful consideration. Is it being 
utilized as a primary treatment approach 
because it seems to be the most basic ther- 
apy available for patients with a specific 
type of disease entity, personality, age or 
social situation? Or is it a secondary con- 
sideration to obtain symptomatic control in 
patients able to respond to other therapies, 
especially the psychodynamic and insight 
producing techniques? While we have a 
few reports regarding the use of drugs as 
an adjunct to psychotherapy, this is still an 
area which requires a great deal more ex- 
ploration. The relative effectiveness of 
drug administration in conjunction with 
other forms of somatic procedures such as 
psychosurgery and convulsive therapies is 
as yet an uncertain area because of the lack 
of sufficient information at this time. Fi- 
nally, the therapeutic effects of combina- 
tions of the drugs themselves is also a 
clouded issue. For instance, there are data 
available to indicate that chlorpromazine 
in combination with reserpine does not 
seem to work as effectively as either drug 
alone. This seems to be an almost para- 
doxical finding. What results will occur 
when phenothiazines are combined, or 
given in combination with such drugs as 
meprobamate or the diphenylmethanes, are 
yet only hypotheses in the minds of those 
planning further experimentation in these 
areas. 

The final topic of this paper has to do 
with problems in methodology in drug eval- 
uation research. The introduction of the 
ataractic drugs has also confronted the ex- 
perimentalist with new issues in this area. 
For example, in our critical analysis of the 
present understanding of placebo reactivity 
(21) we found that this is an extremely 
complicated action that must always be con- 
sidered as a factor operating in drug reac- 
tivity.. Not only is it important to insert 
placebo controls in our experimental de- 
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signs, but we must provide for a certain 
amount of mimetic activity in our placebos 
so they cannot be identified from the real 
drug because of the lack of well known 
minor side reactions. Also, it is growing 
more and more apparent that certain stand- 
ard methodological procedures in longi- 
tudinal studies which have been carried 
over from other areas of experimentation 
may not be appropriate in this field of long- 
term drug research. The most obvious ex- 
ample of this is the inapplicability of the 
cross-over technique, which has become ap- 
parent as a result of our current knowledge 
regarding the delayed and prolonged ef- 
fects of tranquilizing drug reactivity. An- 
other serious handicap, this one in terms 
of patient population size, is presented in 
the case of comparative drug evaluations 
where the efficacy of the drugs is thought to 
be quite nearly similar. In practice this is 
very often the case. In order to lessen the 
chances for stating that the drugs are equi- 
valent when in fact they are different (and 
therefore avoid a type two error in statis- 
tics) the number of patients needed in each 
drug category is sometimes prohibitive. If 
a placebo is entered into the design, the 
picture is even further complicated. 

As we at Spring Grove State Hospital 
have become more deeply involved in drug 
evaluation research in the last several years, 
we have gained the impression that the 
rigidly controlled experiment as applied in 
psychiatric research, with its fixed dosage 
schedules and definitely set periods of ob- 
servations, will ultimately give way to more 
flexible designs that interfere minimally 
with clinical operating procedures. In such 
studies, staff physicians would have an op- 
timal amount of freedom in determining 
therapeutic courses, yet would operate 
within certain defined frameworks that 
would allow for camparative evaluations of 
treatment results. Artificial treatment situ- 


ations would thus be avoided and results 
made more meaningful in everyday clinical 
practice. 
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JOHN ISAACSON 


From sitter to citizen 


In answer to a longfelt need, the social 
service department of Spring Grove State 
Hospital on October 3, 1955 organized a 
vocational training program as part of the 
hospital’s foster care program. The staff 
believed that such a program would enable 
patients long hospitalized or crippled by 
their illness to become earning members of 
the community. It began as an experiment. 
Within a year’s time the program proved to 
be not only profitable vocationally but of 
inestimable value in the patients’ social 
recovery. The program, in progress now 
for two years, is a permanent part of the 
hospital’s foster care service. 

The Maryland state hospitals’ foster care 


Mr. Isaacson is a caseworker in the social service 


department at Maryland’s Spring Grove State Hos- 
pital. 
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A project of vocational 


and social rehabilitation 


service has as one of its functions the find- 
ing of homes for those patients who with a 
worker’s help can live in the community 
as boarders. This, however, is only part 
of the program, which has as its aim en- 
couragement of the mentally handicapped 
patient to achieve a maximum degree of 
self-reliance and use of self. Historically, 
as patients have used our help we in turn 
have learned more and more how to give 
help. Thus, as each of us—the patient and 
the social worker—has been encouraged by 
the results of our joint efforts, we have 
reached into the community for additional 
resources. Not only have we searched for 
foster homes and for employers who have 
agreed to employ patients on convalescent 
leave, but we have also sought training 
schools which have taught patients skills 
ranging from upholstering to stenography. 


While we were succeeding in finding re- 
sources that patients could use, there still 
remained in the hospital many who were 
well enough to live in the community. 
They were performing small work assign- 
ments in the hospital, but they could not 
take jobs in a competitive labor market. 
They were of such limited ability or ex- 
perience—sometimes both—that under ordi- 
nary standards they could not qualify for 
the services then offered by the vocational 
rehabilitation division of the State Depart- 
ment of Education. 

Our foster care service had been placing 
some of these patients on “living in” jobs 
which were found in nursing homes, board- 
ing homes and homes for the aged. Here 
they were employed as dishwashers, house- 
keepers and groundskeepers. Too often this 
sort of a beginning did not serve as it was 
intended—as a stepping stone to a better 
job. The patients showed progress and 
achieved a certain level of achievement but 
for the most part they did not progress, for 
example, from the pots and pans division 
to the mechanical dishwasher. Social 
progress seemed equally slow. It became 
obvious that only the scenery had changed 
for the patients; chronicity and stagnation 
remained constant. We were faced with 
the problem of determining to what degree 
rehabilitation was possible for these pa- 
tients—if possible at all. If possible, how 
could we accomplish it? 

We’ presented our dilemma to the 
Division of Vocational Rehabilitation. 
Jointly we undertook to search for a solu- 
tion. We decided that a training program 
of an institutional nature was needed in 
which patients could learn jobs as trainees. 
We approached Eudowood Sanitarium in 
Towson, which for years had employed and 
effectively helped to rehabilitate more able 
patients. Eudowood’s directors considered 
the matter and decided to join forces with 
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us to see if a simple training program could 
be devised as a solution to our problem. 

From this collaboration developed the 
on-the-job training program for patients 
who on the one hand were too limited in 
their capacity to qualify for “regular” jobs 
that held self-respect with some hope for 
their future, and on the other hand were 
potentially too capable to waste their lives 
in boarding care. 

Candidates for the project came to the 
foster care service after having had a pre- 
parole period in the hospital. With the 
pre-parole worker the patient examines 
what he feels is possible for him at this time 
and what he wants from the future. The 
patient has an opportunity to test his own 
strengths for leaving. He learns through’ 
this process the stress of change should he 
shift from a familiar work area in the hos- 
pital to a strange one. He may even 
change his residence within the hospital 
from one where he has lived for many years 
to a convalescent cottage where he can gain 
the feeling of movement out of the hospital 
as he observes other patients go on with 
plans for leaving. In the process of this 
experience, with a worker's help, the pa- 
tient forms a plan. 

His plan is presented to the foster care 
service for consideration. The degree to 
which the patient has been able to mobilize 
himself towards leaving is an important and 
determining factor in whether the hospital 
will assume the responsibility of his parole 
into the community. Quite frequently, 
the patient requesting foster care asks to 
be considered for Eudowood. If he is con- 
sidered a prospective trainee, he is referred 
to the vocational rehabilitation counselor. 

Now the candidate and the counselor dis- 
cuss the project, and if it is agreed that 
there is an appropriate work assignment the 
patient makes an application for training. 
Following this, the candidate and the foster 
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care worker arrange for an appointment 
with the director of nursing and personnel 
at Eudowood Sanitarium. In this prelimi- 
nary interview the director explains the 
training project still further. It is made 
very clear to the patient that he will not be 
an employee and that instead he will be a 
trainee receiving a monthly training stipend 
of $10, He is taken on a tour of Eudowood. 
While the approach is very businesslike, it 
hardly ever fails that a patient will com- 
ment on the congenial atmosphere. If the 
director and the patient have decided that 
each has something to offer the other, it is 
quite likely that a date will be set for the 
beginning of training. 

On this first visit the patient learns that 

‘Eudowood is a private tuberculosis sani- 
tarium located just outside Baltimore’s city 
limits. Its capacity is some 170 beds. The 
buildings are of wood. The outer walls are 
a mellow brown, with soft yellow shutters. 
Somehow, it gives the impression of being 
a small place. Yet when one enters the 
administration building, the switchboard is 
busy and adding machines and typewriters 
are clicking away, and one realizes that it 
is not such a tiny place after all. The 
atmosphere is difficult to describe. It is 
best to explain it this way: Eudowood 
has wooden buildings with many, many 
windows. It treats patients with a disease 
that is quite contagious. In its history no 
employee has ever contracted the disease. 
It seems the most contagious element there 
‘is an inner warmth that radiates outwardly 
with its friendliness. 

Having been left with this impression, 
the patient finds it not nearly so difficult to 
leave the hospital ward and to begin living 
in an attractive cottage where he finds as 
“house-father” an ex-patient from our hos- 
pital who, now discharged, is an employee 
of Eudowood. It is from this cottage that 
the trainee leaves each morning to work 
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assignments in the various hospital build- 
ings. He may report to the kitchens for 
training as a food service worker, or to a 
housekeeping assignment, or to a main- 
tenance job. Now and then a patient may 
qualify for training as an aide (or orderly). 

During this time the trainee works 
closely with a training supervisor whenever 
assigned to a new task. As the patient 
learns the task he does more and more on 
his own. When the task is mastered, an- 
other new task is begun and once again the 
“teacher” and the “pupil” work closely 
together. The vocational rehabilitation 
counselor visits both the trainee and the 
supervisor approximately once a week to 
discuss the patient’s progress. Each month 
the Eudowood staff makes out a progress 
report and sends it to the Division of Voca- 
tional Rehabilitation. In no training area 
are there more than two trainees. Ob- 
viously, it is not Eudowood’s primary func- 
tion to serve as a rehabilitative center. 
While in no way a small accomplishment, 
it is but a minor part of the sanitarium’s 
total function; and thus a limited number 
of trainees allows for a maximum of time 
to help a patient learn the task. Having 
taken on no more than two trainees in each 
work area, the sanitarium has no need for 
additional personnel as trainers. 

Patient trainees are requested to stay on 
the sanitarium’s campus for the first two or 
three weeks as an orientation requirement. 
At the end of this time the trainee is quite 
familiar with the hospital’s routine, such 
as the time for meals; when, where, and to 
whom to report for work; where to check in 
and check out laundry, etc. To an outside 
observer, being “campused” for two or three 
weeks may seem a long period of additional 
incarceration. Actually, it is a rule of kind- 
ness in many instances. When a patient 
has lived in a mental hospital, knowing only 
a protective routine for as many as 25 years, 
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it is very threatening to transfer to a place 
where there are no limits. The expecta- 
tions are overwhelming enough, and limits 
are welcomed with relief. 

Eudowood offers something which en- 
courages patients to regain lost or smothered 
personality strengths. Some very dynamic 
personality changes have occurred. Before 
we can evaluate these changes we should ex- 
amine briefly the social and cultural aspect 
of the patient long hospitalized or severely 
crippled with mental illness. When such a 
patient begins to examine his relationship 
to co-patients on the ward he will confess 
that in truth he has no friends but only 
acquaintances. Although he lives in a 
“neighborhood” of from 50 to 100 patients, 
he often knows only four to six other pa- 
tients by name, This doesn’t seem to be 
just a peculiarity of mental illness. It 
seems rather to be the effect of a hospital 
culture on the individual personality, a 
profound effect with many damaging rami- 
fications. 

The dramatic thing is that Eudowood 
can reverse this degenerating aspect by pro- 
viding a milieu in which the patient re- 
covers his identification as a human being 
with respect for his own uniqueness. This 
change is well demonstrated by the discus- 
sions at the regular group meetings with the 
social worker in charge of the project. At 

` these meetings the men discuss many topics 
of immediate interest to them. They may 
talk about how it seemed when they began 
their training and how this related to such 
future changes as the taking on of a real 
job. They may discuss rules and regula- 
tions. For example, because of fire regula- 
tions there was some question whether they 
were free to change the arrangement of beds 
in their cottage. The men felt the cottage 
was theirs and if they could rearrange things 
it would feel even more like their own. 
Since no actual fire hazard was seen, no 
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exits were blocked, etc., the men felt they 
had arrived at a point where they had a 
right to their own preferences and were free 
to express them. 

Among other topics discussed are recrea- 
tion, going to the movies; transportation, 
use of street cars; appearance, the need for 
good grooming; supervisors, how to get 
along with the boss; independence, taking 
on things a step at a time, and so on. Illus- 
trating ever so eloquently the kind of 
change expressed in these meetings, one 
trainee, when discussing going on to a real 
job said, “I want it to be known that I am 
Mr. Oswald. I'd rather be called an oyster 
than to be called just Oswald!” 

Mr. G, the first to “graduate,” stands out 
for the use he made of the project for his 
own recovery. Prior to his training he had 
been a patient at Spring Grove continuously 
for 25 years. Although he was 50 years old, 
it had been a common sight to see Mr. G 
and his aged mother walking arm in arm: 
over the grounds on visiting days. He used 
to toddle along like a little boy, and no one 
expected anything more from him. During 
his pre-parole period he had been stimulated 
to plan for his future with spark and en- 
thusiasm. He continued to grow up 
throughout the training period and “gradu- 
ated” with high recommendations. He has 
now been discharged and is earning $85 a 
month plus full maintenance as a kitchen 
worker in a private institution. 

Mr. S, who had lived in the hospital 20 
years, exhibited unknown strengths by 
cleverly creating obstacles which prevented 
his making plans for leaving. He had been 
known to sit down on hospital jobs and 
during job terms his only words used to be 
parting ones of, “I quit!” Finally he had 
agreed to visit the project and had said his 
first full sentence to his worker: “Gee, this 
is a happy place!” He entered the program, 
completed training, was hired by Eudo- 
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wood as a kitchen worker, earns a full sal- 
ary, visits with his family and buys his own 
clothing. A few months ago he decided he 
no longer needed social service help. We 
agreed, and Mr. S is now in charge of his 
own parole. 

Still another, also hospitalized for 20 
years, when first approached in the hospital 
was so fearful of people that he talked to 
his social worker with his back turned. 
After a few weeks at Eudowood he began to 
take the lead in group discussions. Later 
on, at an “open house” project party, he 
helped to serve the guests, some 20 people, 
with refreshments. 

Not only the professional staff involved 
have observed the changes in these patients. 
From families there have been such mes- 
sages as these: “We cannot get over the 
change in him.” “He is so much like his 
old self!” “Why, he is better than he ever 
was!” A sister, one patient’s only relative, 
who gave us no support whatsoever with 
placement plans for her brother, is now a 
more than enthusiastic backer of the pro- 
gram. She says the project makes a lot of 
sense and that she, for one, cannot believe 
the results. “My brother is so much im- 
proved,” she says. “Why, he has never used 
a telephone and now I can’t hardly get a 
word in edgewise!” 

Another family who had displayed no 
interest in their patient-relative thought it 
wonderful that he was being considered as 
a trainee. Their interest picked up and 
their support not only came as a big surprise 
but added immeasurably to this patient's 
success on the project. From one mother 
we have a letter which says “God bless you, 
and all social workers, for what you have 
done for my son.” From another family, 
“You have accomplished a miracle with our 
brother, Z. We cannot understand how 
you have done this, but it is just wonderful. 
How can we ever thank you?” 
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In fairness, we must add that we received 
two letters from other families which said 
in effect, “We appreciate very much your 
wanting to do this; but we do not believe 
you can succeed.” In both of these cases 
the relatives were correct. 

Over the last two years 23 patients have 
enrolled in the project. Of these, 15 
“graduated,” or “completed,” to use the 
term preferred by the trainees. Twelve of 
these, who would otherwise have needed to 
board out at state expense, are now gain- 
fully employed at regular wages. One is re- 
ceiving additional training elsewhere; an- 
other, who completed and was employed 
for four months following completion, be- 
came ill again and needed to return to 
Spring Grove. Another who completed was 
unable to work an 8-hour day on three trial 
jobs. He is presently in boarding care until 
suitable part-time work can be found. 

Out of 23 patients, only eight failed to 
complete. Of these, one is out of the hos- 
pital and employed at a regular wage. A 
trainee’s inability to adapt to the project 
was usually discovered within the first 
month’s time. 

Three trainees had been hospitalized 
for 25 years; six had been hospitalized from 
15 to 20 years; three, from 10 to 14 years; 
four, from 5 to 9 years; and seven, from 1 
to 5 years. Patients who had been hos- 
pitalized for many years did as well in com- 
pleting their training as those severely crip- 
pled with short-term hospitalization, and 
required no significantly additional time 
for training. For each group, the average 
was 414 months. It is interesting to note 
that not one of the patients involved was 
on chemotherapy. 

The Division of Vocational Rehabilita- 
tion and the hospital share in the expense 
of training and maintenance. The overall 
cost for each trainee is $338.41. For those 
who complete, the cost is $448.30. For 


those who enter but withdraw, the cost is 
$134.83. (The mean average cost is 
$291.36.) These figures do not include the 
cost of clothing, cigarettes and incidentals 
met by the hospital, the families or volun- 
teer services. 

Two additional male patients are now in 
training. A similar project for women is 
under consideration. It is our feeling that 
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again that, granted the way and the means, 
it is possible to reverse processes which not 
so many years ago seemed irreversible. We 
have, of course, only scratched the surface. 
Much more needs to be done to discover 
and utilize methods for regenerating the 
dormant strengths of the long-hospitalized 
and severely crippled mentally handicapped 
patient. 


the results of this project demonstrate once 


Sociotherapy 


To the extent that a patient does not oppose being hospitalized, he is satisfied with his state 
of being sick, and his chances of recovery are thus compromised. On the other hand, op- 
position to his situation will usually be expressed by refusal of treatment or even by 
escape or violence. The author’s solution of this dilemma has been to accept or even to 
promote this opposition and use it as a therapeutic tool. He finds proof of success in de- 
crease in elopements, violent reactions, inertia, and above all, in average length of iy in 
hospital—showing the patients’ decreased tendency to install themselves in their sick- 
ness.—Excerpted with the permission of the Institute of Living (Hartford, Conn.) from a 
review of “Techniques of Sociotherapy” by Paul Daniel Sivadon, M.D., Psychiatry, 20 


(August 1957), 205-10, in the Digest of Neurology and Psychiatry, 25(December 1957), 536. 
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ELLEN WINSTON 


Reducing the number of 


patients in mental hospitals 


by providing non-institutional care 


Increasingly throughout the country there 
is interest in effective programs for reducing 
the number of patients in mental hospitals 
through providing non-institutional care. 
The North Carolina experience over the 
last 10 years has indicated that this is not 
only feasible but also that it has a number 
of direct values in relation both to persons 
seeking admission and not accepted for 
various reasons and to those who can be 
released provided adequate living arrange- 
ments can be made for them. 

As a basis for such a program there must 
be a close cooperative relationship between 


Mrs. Winston, who is commissioner of the North 
Carolina State Board of Public Welfare, presented 
this paper September 16, 1957 in Oklahoma City 
before the National Association of State Budget 
Officers. f 


544 


for the aging 


the agencies involved. In our particular 
state the cooperative relationship is between 
the Hospitals Board of Control, which has 
responsibility for the operation of all state 
mental institutions, and the State Board of 
Public Welfare together with the 100 
county departments of public welfare. So 
far as the state hospitals are concerned, 
they must be interested in working with 
the other agencies and have a staffing pat- 
tern, normally a social service division, 
which provides personnel within the state 
hospital who can work with other agencies. 

From the point of view of the public 
welfare department there must be an opera- 
tional philosophy geared to a broad service 
program. This philosophy must be imple- 
mented in terms of staffing patterns, estab- 
lished policies and available resources to 
make it possible to offer broad-gauge serv- 
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ices to individuals. The public welfare 
program in North Carolina has over a pe- 
riod of several years been re-geared toward 
protective, preventive and rehabilitative 
services. While we shall continue to have 
a relatively large-scale program for meeting 
financial need, we have now reached the 
point where the emphasis on constructive 
services designed to help people help them- 


selves has resulted in substantially larger 


numbers given non-financial services dur- 
ing the year than the total number receiv- 
ing direct financial assistance. Actually in 
working on the need for non-institutional 
care for the aging we find that both the 
financial and the non-financial emphases of 
the program are involved. 

Impetus to this direction with respect to 
public welfare services throughout the na- 
tion was given by the 1956 amendments to 
the Social Security Act which, through sub- 
stantive changes in the titles dealing with 
old age assistance and aid to the perma- 
nently and totally disabled, placed specific 
stress on services geared toward self-care 
and self-support. Thus, irrespective of the 
rate at which states have been moving to- 
ward more effective services for older peo- 
ple, there is now federal legislation which 
should in many instances greatly accelerate 
the trend and make it much easier on the 
whole to develop programs of the type dis- 
cussed here. 

It is unnecessary to review population 
trends with respect to the rapidly increas- 
ing numbers of older people in the popula- 
tion. Suffice it to say that the impact of 
sharp increases both in numbers and per- 
centages of older citizens was early recog- 
nized in our state. At the same time there 
have been far-reaching changes in social 


_ and family patterns. Asa direct result, the 


1945 General Assembly of North Carolina 
enacted a statute which gave broad respon- 
sibilities to the State Board of Public Wel- 
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fare for the licensing of group care facilities 
for the aged and infirm. The program be- 
gan slowly, as it was new not only in our 
own state but generally throughout the na- 
tion. Policies and procedures had to be 
developed to implement our philosophy 
around the importance of giving every in- 
dividual opportunity to live as independent 
and satisfying a life as possible. Our poli- 
cies and procedures are, of course, still be- 
ing developed as the program itself devel- 
ops. 

We were faced with a shortage of people 
who were skilled in providing specialized 
services to older people. We have been 
gradually meeting that problem. We now 
have on the staff of the State Board of Pub- 
lic Welfare three full-time positions for pro- 
fessional people, generally social workers, 
for providing direction to the emphasis on 
services to older people. Also, we are de- 
veloping in each of our 100 local depart- 
ments of public welfare staff members who 
have specific responsibilities for services to 
older people, just as we have staffs skilled 
in providing child welfare services. Actu- 
ally the program can move forward only as 
we have personnel to carry out our objec- 
tives. 

From the beginning we have been con- 
cerned that people remain in their own 
homes if at all possible or that they be re- 
turned to their own homes as promptly as 
possible if a period of institutional care 
has been necessary. In the second place 
we have recognized that if older people 
cannot remain in their own homes the next 
best place for them is good substitute 
homes, the foundation for the licensing pro- 
gram. We have consistently emphasized 
small facilities, and the majority of the 
homes licensed by the State Board of Public 
Welfare provide for 10 residents or fewer. 
This means that there is a family setting 
with a living room and a pleasant dining 
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room with a minimum of the atmosphere 
and general structural picture associated 
with institutions. We appreciate the op- 
erator who will not accept more residents 
in her home than she can seat around a 
large old-fashioned dinner table. We em- 
phasize keeping residents in their own com- 
munities insofar as possible so that they 
can maintain lifelong ties with relatives 
and friends and with community institu- 
tions such as the church and the library. 

We recognize that there must be homes 
which provide care at widely differing levels 
of living because we are concerned with the 
needs of all older people for substitute 
home care. We know that most people in 
fairly advanced years cannot adjust happily 
and successfully to too much change from 
the kind of lives they have been living. We 
have homes that are being used by a wide 
range of people: from the two old men 
found sleeping in an abandoned automo- 
bile who were persuaded to live in a very 
simple boarding home where not too much 
was expected of them but where there is 
personal cleanliness, good meals and com- 
fortable beds, to the elderly lady with an 
income of $10,000 a year who no longer 
adjusts satisfactorily in the homes of her 
children. This means, of course, that 
through this public service we are making 
available resources for people from all eco- 
nomic and social levels. This also means 
that to be successful placements must be 
individualized. In other words, we must 
find the right home for the right person. 
Sometimes this means delay in planning for 
a person in a state hospital who no longer 
needs to live there, but experience has in- 
dicated that time taken in making careful 
placements is exceedingly important in 
successful adjustment. 

In terms of definition, boarding homes 
for the aging and infirm licensed by the 
State Board of Public Welfare fall into 
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three groups, as defined by the United 
States Public Health Service: 


1. “Personal care home with skilled nurs- 
ing (provides some skilled nursing care but 
only as an adjunct to its primary domicili- , 
ary or personal care function).” 

2. “Personal care home without skilled 
nursing (provides personal care without 


skilled nursing care).” J 


3. “Sheltered home (provides room and 


p 


| 


board and associated minimum services to . 


aged residents who essentially manage their 
own care and affairs).”” 


We do not include in this list the nursing 
home which is a medically oriented facility 
to provide skilled nursing care and which 
we believe should be under the licensing 
authority and supervision of the state 
agency which licenses hospitals. Actually, 
therefore, the homes with which we are con- 
cerned provide basically domiciliary care 
with such nursing or personal care as indi- 
viduals could receive in their own homes 
were relatives or other individuals, paid or 
unpaid, available to provide such care. 

An important related aspect of the homes 
is their sponsorship. In our state the great 
majority of all homes are privately operated 
by individuals who find this a satisfactory 
means of livelihood. Increasingly, how- 
ever, the various denominations are estab- 
lishing excellent facilities, with admissions 
usually limited to elderly members of those 
denominations. By and large these are our 
largest domiciliary facilities. 

On the other hand, the development of 
the program has stimulated a reduction in 
county institutions—those long-time local 
facilities known as county homes, alms- 
houses and by similar terms. There are 
now only 29 county homes in the 100 coun- 
ties and the movement toward licensed 
boarding homes has been helpful in stimu- 
lating improved standards in these remain- 


k 


¿ț ing county institutions. Nineteen former 


y 


al 


county homes have been leased to private 
operators under provisions possible through 


i | the Social Security Act so that persons liv- 


/ ing in such homes may be eligible for public 
assistance grants. This change has been 
regarded favorably by county commissioners 
ds it has meant better care for individuals 
at substantial savings to local government. 

Today we are licensing 335 homes with 
a total capacity of 4,400. These homes are 
located in 79 of our 100 counties. Licens- 
ing standards are detailed and cover the 
whole gamut of safety from fire, sanitary 
inspections, physical condition of operators 
and staff to a wide variety of social factors 
which are basic to provision of the types of 
domiciliary or sheltered care we are set up 
` to make available. 


By 1951 enough homes had been licensed, 
_ and the State Board of Public Welfare had 

sufficient experience, so that we were ready, 
with the full support of the State Hospitals 
Board of Control, to ask for legislation for 
a special appropriation to help pay for the 
care of the aged and infirm in licensed 
domiciliary facilities. These funds were to 
be used to supplement public assistance 
grants. Although the legislation is broad, 
in practice we have used the state appro- 
priation to supplement the maximum pub- 
lic assistance grant only for those who have 
lived in state hospitals for two or more years 
and who can be placed in our licensed 
homes. For supplementation of other per- 
sons, counties are now spending approxi- 
mately $230,000 a year out of locally ap- 
propriated funds. A substantial portion of 
this total helps provide care for seniles. 
“While approximately a third of the per- 
sons living in the group care facilities pay 
their own way or are supported by relatives, 
most of those who have been in the state 
ental institutions or .who are prevented 
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from having to be placed in the institutions 
by our home care program are indigent 
and dependent upon public funds. 

As we went into this program with the 
state mental institutions, of which there are 
four in the state, we had a sound history 
on which to build because the county de- 
partments of public welfare in North Caro- 
lina have long worked closely and coopera- 
tively with the state hospitals in planning 
for both admission and discharge of pa- 
tients. Ia fact, we provide hundreds of 
social histories each year for patients being 
admitted to the state hospitals. As we have 
worked with the state hospitals in planning 
for patients to leave these hospitals we have 
been concerned primarily with those who 
had no relatives or friends who were main- 
taining close contact or who could reason- 
ably be expected to assume responsibility 
for after care. Basically the cases have been 
those that fall into the category of custodial 
cases. In actual practice we have helped 
take out of state hospitals some who had 
been institutionalized from 2 to 45 years. 
Some of our most successful cases have been 
men and women who had been in our state 
institutions for 30 or 40 years. We have 
been able to make plans not only for the 
fully ambulatory patient who could be re- 
turned to group living in the community 
‘but also for the totally bedridden. We 
have planned for those who were appar- 
ently mentally competent on release and 
for those who were very confused and 
would need continuing close supervision. 

In working on this program over the last 
several years we have helped place in non- 
institutional group care many hundreds of 
former patients. As we have worked with 
these cases and with the hospitals we have 
found four basic advantages. 

In the first place we have opened up beds 
for people who need to be in state institu- 
tions. We see the effects of the transfer 
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out of the hospitals in the reduction in 
waiting lists. 

In the second place we have effected and 
are continuing to effect a large-scale saving 
in state funds. By planning for approxi- 
mately 900 patients to date we have saved 
large-scale building costs so that now the 
chairman of our State Hospitals Board of 
Control can say that because of this pro- 
gram together with other factors, such as 
changes in admission procedures and the 
newer drugs, the building program for our 
state hospitals can be considered approxi- 
mately complete. Otherwise, we would 
have faced continuing need for expensive 
expansion. We are also making substantial 
savings to the state with regard to the cost 
of care because not only are our costs lower 
on the average than the cost of institutional 
care but also we are able to take full ad- 
vantage of federal and local sharing in the 
cost of meeting subsistence needs of these 
individuals. 

In the third place we have been able to 
spare many older people the traumatic ex- 
periences of commitment to and life in 
state hospitals far from friends and rela- 
tives, $ 

In the fourth place, and this to us is es- 
pecially important, we are providing more 
nearly normal living for former patients in 
community settings. What it means to the 
individuals can hardly be overemphasized. 
The almost immediate improvement in 
both their mental and physical functioning 
seen in patients for whom non-institutional 
living has been planned is frequently amaz- 
ing. 

To make such a plan function there must 
be thorough understanding on the part not 
only of public welfare staffs—state and local 
—and medical and social service staffs in 
the hospital but also on the part of the com- 
munity. , The community must be able to 
accept the former hospital patient and the 
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senile person who has not been hospitalized 
and to treat them like other individuals 
who have some type of handicap. We have 
done a great deal, too, in interpreting the 
situation to relatives—because always we 
work through them if it is possible. When 
this is not possible, the entire responsibility 
is carried by departments of public welfare. 
Former state hospital patients are living in 
99 licensed homes in 52 counties. In these 
same homes there are people in group care 
for reasons other than mental problems. 
As we go into the homes we see little or no 
difference between the former state hospital 
patients and the other elderly and infirm 
persons. 

In approximately one out of four cases it 
is necessary for us to use the fund referred 
to above to supplement the public assist- 
ance grant. We have set a limit on our 
supplementation so that we are now pro- 
viding for 191 patients at an average supple- | 
ment of about $30 a month with a maxi- 
mum supplementation of $45 a month. 
This permits a maximum payment to the 
boarding home operator of $100 a month 
with retention through the public assistance 
grant by the individual of $5 for personal 
needs. 

We have recently made a survey of nurs- 
ing home rates and boarding home rates 
in the various states. In our program the 
budgeting practices permit a maximum 
payment of $130 a month for boarding 
home care. We find that in comparison 
with other states this is a liberal ceiling. In 
a number of states the maximum for board- 
ing home care is geared to the public assist- 
ance grant with some provision for medical 
care, clothing and incidentals in addition. 
These are all in addition to our ceiling of 
$130. In actual practice the average cost 
of care is about $85 in our state. So far as 
nursing home care is concerned, and this is 
a very confused area because so often the 


term nursing home is used when bona fide 
nursing care is not provided, some 18 states 
have ceilings under the North Carolina 
maximum rate. It should again be empha- 
sized, however, that for the former state 
hospital patient we have in effect a ceiling 
of $100 a month and we have been able 
to get satisfatcory care for that amount. 
Our rates for group care in comparison with 
the average payments to old age assistance 
recipients not in institutional care are lib- 
eral. Nonetheless we effect substantial sav- 
ings by this plan so that we believe the 
flexibility is fully justified. 

We are proud of the fact that less than 
5% of all the persons who have been placed 
in non-institutional care out of state hos- 
pitals have had to return to the institutions. 
This reflects both the care with which the 
placements were made and the values of the 
continuing supervision given by both state 
and local welfare staff members. 

On the other side of the coin, we have 
helped keep hundreds of other aged persons 
from having to enter state hospitals. When 
the question first comes up regarding an 
older person who is confused or forgetful, 
who falls in the general category of senile, 
the immediate consideration now is whether 
or not through careful planning that indi- 
vidual can remain in the community in his 
own home, or with relatives, or in one of 
our licensed facilities. Since actual hospital 
application for admission is not generally 
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made for such individuals, we do not know 
the numbers involved. We do know, how- 
ever, that the numbers and proportions of 
admissions to our state hospitals who fall 
into the general category of senile have 
been sharply diminished. This means that 
there is readier admission for the highly 
destructive older person who obviously must 
have institutional care, because the pres- 
sures to accept many old people whose basic 
need is custodial care have been reduced. 

What we have done is, of course, not 
unique. Any state can readily develop such 
a program. The fact that we have had 
many inquiries indicates that a number of 
states are trying to move in the same direc- 
tion that North Carolina has found so 
profitable. In the various states the respon- 
sibilities will be placed in differing agencies. 
The main point we would make is that 
such a program involves close cooperation 
among whatever agencies are involved, with 
clearly defined policies and procedures and 
placement of responsibility. An agency's 
particular responsibility will determine to 
some extent the particular emphasis in 
terms of the values of this type of program. 
To those of us in public welfare, the most 
important gain in the last analysis is the 
freedom and opportunity afforded those 
former patients, or those elderly citizens 
who otherwise might have been mental hos- 
pital patients, for whom we have success- 
fully planned. 
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G. M. GILBERT 


Crime and punishment 


An exploratory comparison of 


public, criminal and penological attitudes 


Sociologists have conducted numerous stud- 
ies on the institutional and ecological as- 
pects of crime, while the clinical sciences 
have concentrated on the diagnostic classifi- 
cation of criminals (2, 3). Virtually nothing 
has been done, however, to investigate in 
a systematic manner the underlying assump- 
tions of ethical values, social control and 
correctional psychology implied in our 
changing philosophy of penology, in which 
the age-old precept, “Let the punishment 
fit the crime,” is gradually being modified 
by the modern mental hygiene attitude, 
“Let the correctional effort fit the criminal.” 

This lack of explicit principle or empiri- 
cally tested values in a very basic area of 


Dr. Gilbert is an associate professor at Michigan 
State University and a consultant to the Michigan 
Department of Corrections. 
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institutionalized social behavior was im- 
pressed upon the writer while being re- 
quired repeatedly to make value judgments 
on the rehabilitative potential of parole 
candidates referred to the psychiatric clinic 
of the Michigan Department of Corrections. 
This appeared to be particularly true in 
the area of sex offenses. The extraordinary 
apprehensiveness of the general public with 
respect to sex crimes, the extreme latitude 
granted to the judiciary and correctional 
departments in handling such cases, the 
dubious diagnostic and therapeutic assump- 
tions underlying such procedures, the con- 
temptuous attitude of most convicts con- 
trasted with the sympathetic “mental hy- 
giene” attitude of correctional psychologists 
toward the sex offender, and the widely in- 
consistent attitudes of all concerned toward 
such offenses in comparison to other offenses 


against the social mores—all seemed to be- 
speak an area of conflict and confusion that 
warranted further investigation. 

As a preliminary step in such a program 
of investigation, it was deemed advisable to 
obtain empirical evidence of what appeared 
to be a basic assumption of a “scale of op- 
probrium” of various offenses, including a 
variety of sex offenses, and the correspond- 
ing scale of severity of punishment (or re- 
straint or correctional need), We accord- 
ingly decided to obtain relative (rank 
order) ratings and absolute judgments of ap- 
propriate sentences for a wide range of 
offenses as seen from three different view- 
points: those of the criminal, the penologi- 
cal and the public. 


SUBJECTS 

For the practical purposes of a preliminary 
study, the subjects in all three categories 
were restricted to the male population of 
Michigan. This eliminated, for present 
purposes, the complications of sex and re- 
gional differences. The criminal viewpoint 
was represented by a sample of 201 convicts 
in a cell-block of the Southern Michigan 
Prison (all of the prisoners in an unsegre- 
gated area, providing a relatively unselected 
sample). 

The social science or “penological” view- 
point was represented by all the male stu- 
dents currently taking the only two courses 
in criminology being given at Michigan 
State University (one being the writer's 
class in legal and criminal psychology, the 
other a sociology course in delinquency and 
crime). The students included a variety 
of majors in the social sciences as well as a 
number of candidates in police administra- 
tion, totaling 134. 

Finally, an attempt was made to get a 
broadly representative although by no 
means accurately representative sampling of 
the general public. Three widely divergent 
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occupational groups, representing a major- 
ity of the occupational population of Michi- 
gan, were sampled: (a) factory workers in 
the automotive industry, (b) white-collar 
and miscellaneous civil service employees, 
(c) a mixed group of managerial, clerical, 
professional and agricultural workers. The 
number of subjects in this general popula- 
tion sample was 232. 


PROCEDURE 


A 2-page questionnaire was devised after 
some preliminary trials, to serve as the sur- 
vey instrument. The first page contained 
categorical identifying information for later 
use, but names were expressly excluded and 
assurance of anonymity given. Further in- 
structions were given to rate the offenses on 
the next page in rank-order from “most 
serious” to “least serious” and then to indi- 
cate the “just sentence” for each offense. 
The second page presented in random order 
a list of 19 felonies, selected to include a 
wide range in the nature and severity of 
offense, with adequate representation of sex 
crimes, crimes of violence and crimes against 
property. ‘As a test of any possible double 
standard with respect to the sex of the of- 
fender, adultery by a married man and by 
a married woman were both included, mak- 
ing a list of 20 items. These were presented 
with a minimum of legalistic terminology 
and explanatory comments where necessary, 
as follows: 


Burglary (of private home at night) 
Narcotic violation (dope peddling) 
Writing bad checks 

Rape (of an adult woman) 

Forgery and counterfeiting 

Murder, Ist degree (planned murder) 
Larceny (theft, swindle) 

Adultery (by married man) 

Armed robbery 

Assaultive rape of child (under 10) 
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Felonious assault (bodily injury) 

Car theft 

Adultery (by married woman) 

Malicious destruction of property 

Manslaughter (unintentional killing) 

Statutory rape (sex relations with girl un- 
der 16) 

Embezzlement of funds (from corpora- 
tion, etc.) 

Murder, 2nd degree (unplanned, inten- 
tional) 

Sex perversion (sodomy, homosexuality) 

Unarmed robbery 


The rank-orders of seriousness of the of- 
fense were written in the left-hand column 
and the “just sentence” was checked in a 
series of eight columns at the right, repre- 
senting an 8-point scale of severity of 
punishment, as follows: 


No punishment 

1 to 2 years 

2 to 5 years 

5 to 10 years 

10 to 20 years 

20 to 40 years 

Life imprisonment 
Death 


At the bottom of this page was a space for 
comments, with the leading question, 
“What, if anything, do you think is wrong 
with our law enforcement system?” 

The distribution of the questionnaires 
was handled by four psychology students, 
who clarified any misunderstandings and 
insured maximum cooperation. The sub- 
jects were allowed as much time as required 
for completely filling out the questionnaire, 


— 


1 The author is indebted to the four students who 
collaborated in collecting the data for this study: 
Ronald Ribler, Richard Manley, Mark Thelen and 
John Gawronski, 
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and in cases where the situation required 
(general public group only), were allowed 
to take the questionnaire home and return 
it the next day. 


RESULTS AND DISCUSSION 

The basic results of the exploratory survey 
are contained in Tables 1 and 2. Table 1 
gives the raw-score mean rank-orders of 
“seriousness” (or opprobrium) for each of 
the original 20 items and the standard de- 
viations of these ratings for each group. 
Since the step-intervals thus obtained are 
highly variable, an adjusted rank-order is 
given in Table 2, with the non-existent sex 
difference for adultery eliminated, leaving 
19 offenses, all assuming male offenders. 
Where the raw-score rank-order difference 
of two or three offenses is less than .5, the 
offenses are assumed to be virtually equal 
and the rank-orders averaged in the ad- 
justed scale. The mode of the “just sen- 
tence” distribution is given for each crime 
for each group, but where the mode was 
approximately equally divided between two 
Successive sentence categories, the sentence 
Tange is expanded to include both (for ex- 
ample, 10-40 years). 

The raw-score means of the rank-orders 
of opprobrium ranged from approximately 
2 to 16, while the standard deviations of 
these rankings clustered around 3 to 4. 
This indicates a very high degree of dis- 
crimination and agreement on the rank- 
ings of a list of 20 items. With a few notable 
exceptions there is a gross correspond- 
ence between the three scales. Translated 
into social terms, this indicates a high de- 
gree of agreement in the appraisal of the 
relative opprobrium attached to various 
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crimes in our culture, regardless of the na- 


ture of the personal involvement of the 
three groups with respect to crime. Since 
both the relative rank-orders and the modal 
sentences (Table 2) correspond roughly to 
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TABLE 1 
Mean rank order and standard deviation of group ratings 
of relative opprobrium of offenses 
CRIMINOLOGY 
PUBLIC CONVICTS STUDENTS 
STANDARD STANDARD STANDARD 
OFFENSE MEAN DEVIATION MEAN DEVIATION MEAN DEVIATION 
Murder, Ist degree 1.7 1.8 2.2 1.5 1.8 6 
Assaultive rape of child 237 2.4 2.1 1.9 3.8 29 
Murder, 2nd degree 4.5 3.2 5.8 3.6 3.3 nae 
Narcotic peddling 4.9 3.2 5.4 3.9 5.6 3.7 
Statutory rape 7.4 4.5 9.0 5.5 11.8 5.8 
Armed robbery 7.6 3.1 6.8 2.5 6.8 3.0 
Rape 8.2 4.7 6.1 3.9 7.0 4.1 
Manslaughter 10.8 5.1 11.5 4.5 10.9 5.5 
Felonious assault 10.9 3.4 11.3 3.7 8.7 3.7 
Burglary 11.0 4,7 9.7 3.5 9.7 3.0 
Sex perversion 12.4 5.3 9.2 5.5 14.7 4.5 
Forgery 12.5 3.5 13.1 3.1 12.7 3.6 
Larceny 12.6 3.5 14.2 2.9 11.7 3.1 
Embezzlement 13.1 3.7 13.8 3.8 13.2 3.5 
Robbery, unarmed 13.5 4.0 11.3 3.4 12.4 4.1 
Malicious destruction of 13.6 8.7 15.0 3.6 12.8 4.0 
property 
Car theft 15.0 4.5 15.5 3.1 14.0 3.6 
Bad checks 15.2 5.6 14.4 3.0 15.4 825; 
Adultery (woman) 15.5 4.6 16.3 3.7 15.5 4.4 
16.6 3.6 16.1 4.2 


15.5 4.6 


Adultery (man) . 


the relative severity of sentences prescribed 
by the penal code of Michigan and most 
other states, this may likewise be taken as 
evidence of either a high degree of “con- 
sensual validation” of the penal code or a 
high degree of indoctrination and accept- 
ance of that code in the acculturation proc- 
ess—or both. Thus Ist degree murder 
ranks at the top of the list for all three 
groups, followed by various crimes of an 
assaultive nature, while crimes against prop- 
erty rank low for all three groups, and 
adultery ranks lowest. 

This is merely a gross correspondence, 
however. Closer inspection reveals a num- 


ber of discrepancies among the group rat- 
ings as well as between them and current 
practices in penal law. For one thing, 
there is evidence of changing moral op- 
probrium for certain offenses, making for 
something of a cultural lag in the penal 
statutes. Thus we note that relatively se- 
yere ratings are given for narcotic peddling. 
This apparently reflects increasing aware- 
ness and condemnation of the pernicious 
effect of such activity on juvenile delin- 
quency and crime, as well as the degrada- 
tion of its victims, so that dope pushing has 
taken on something of an assaultive char- 
acter. The sentences recommended by all 
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TABLE 2 


Adjusted mean rank order and modal sentences for 19 felonies 


MEAN RANK ORDER 


CON- 


OFFENSE PUBLIC 


1.5 
1.5 
4 
3 


Murder, 1st degree 
Assaultive rape of child 
Murder, 2nd degree 
Narcotic peddling 
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Statutory rape 7.5 
Armed robbery À 
Rape 5 
Felonious assault ll 
Manslaughter ll 
Burglary 9 
Sex perversion 12 7.5 
Forgery and counterfeiting 12 13 
Larceny 12 15.5 
Embezzlement 14 14 
Robbery, unarmed 15.5 ll 
Malicious destruction of property 15.5 17 
Car theft 17.5 18 
Bad checks VES, 15.5 
Adultery 19 19 


VICTS STUDENTS 


MODAL SENTENCES 


CRIMI- CRIMI- 
NOLOGY NOLOGY 
PUBLIC CONVICTS STUDENTS 
1 Death Life Death/life 
3 Life/death Death Life 
2 Life 10-20 10-40 
4 Life 10-20 10-20 
10.5 10-20 years 5-10 2-5 
5.5 10-20 years 5-20 5-10 
5.5 10-20 years 5-10 5-10 
7 2-5 years 2-5 2-5 
9 2-5 years 5-10 None 
8 2-5 years 2-10 2-5 
17 1-2 years None None 
13 2-5 years 2-5 2-10 
10.5 2-5 years 2-5 2-5 
15 5-10 years 2-5 2-10 
13 2-5 years 2-5 2-5 
13 1-5 years 1-2 1-2 
16 1-2 years 1-2 1-2 
18 1-2 years 1-2 1-2 
19 None None None 


three groups are more severe than that 
which the law usually provides, although 
there has been a move in recent years to 
increase the penalties. On the other hand, 
adultery by both men and women ranked 
lowest for all three groups, with no double 
standard in evidence and no punishment 
recommended. Comments clearly revealed 
the current attitude that this is a personal 
offense against the spouse, for which the 
appropriate recourse is divorce. Although 
penalties are provided for extra-marital in- 
tercourse in many states, these statutes are 
rarely enforced, both the public and the law 
enforcement authorities tacitly accepting 
the change in the social mores and letting 
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“him who is without guilt cast the first 
stone.” 

Another kind of discrepancy in the gross 
consensual validation of the penal code is 
the divergence of public opinion from the 
presumably better-informed and more au- 
thoritative opinion growing out of the s0- 
cial science approach to criminology. In 
Table 2 the public calls for more severe 
modal sentences than the criminology stu- 
dents for the first seven crimes listed, and — 
shows a slightly more severe bias through- 
out the rest of the list. This bias is most 
pronounced in the area of sex offenses, 
which brings us to the principal set of dis- 
crepancies which this study set out to test. 


EVALUATION OF SEX OFFENSES 


All three groups rated the assaultive rape of 
a child as approximately equivalent to mur- 
der, differing only slightly in the compara- 
tive rating with Ist and 2nd degree murder. 
From this point on, however, there were 
wide divergences among the three groups 
in evaluating sex offenses, which therefore 
cannot be attributed to any general reluc- 
tance on the part of any group to take a 
serious view of any sex crime under any 
circumstances. 

It will be noted in Table 2 that statutory 
rape is ranked fairly high in severity by the 
general public, sharing a rank-order of 5.5 
with armed robbery. The criminology stu- 
dents, however, drop it down to about the 
midpoint of the criminality scale (10.5) 
along with larceny, while equating actual 
rape with armed robbery. The wide dif- 
ference between the public and the crimin- 
ology students on both the rankings and 
the modal sentences would be attributed 
by this writer to the thoughtless emotion- 
alism of the public toward the rapist sym- 
bol, contrasted with the better-informed 
evaluation by the criminology students of 
an offense which constitutes rape in name 
only. The intermediate ranking by the 
convict group (7.5) evidently reflects a tem- 
pering of their better-informed state by the 
deprecatory attitude toward sex crimes re- 
vealed in their written comments. In nu- 
merous cases the prisoners specifically com- 
mented on the unfairness of punishing 
statutory rape so severely, when actual con- 
sent and even seduction by the “victim” 
are often involved. The awareness of this 
fact evidently accounts for the milder view 
of this offense taken by the criminology 
students (and by many prosecutors and 
judges in actual practice). ; 

Further discrepancies are noted in the 
ratings of the three groups for sex perver- 
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sion. The convicts, as previously noted, 
equate it with statutory rape as a moder- 
ately onerous crime. The public is appar- 
ently far less perturbed by sex perversion 
than by statutory rape, ranking it 12th or 
low in the middle range. The criminology 
students, as might be expected, take a more 
lenient “mental hygiene” attitude toward 
sex perversion, ranking it almost at the 
bottom of the list (17th) or almost as in- 
nocuous as writing bad checks. Their com- 
ments frequently reflected the clinical atti- 
tude. that sex perverts should be treated as 
mental patients and not as criminals. Un- 
like the ratings for statutory rape, however, 
the modal sentences are not proportional 
to the relative opprobrium of the crime, 
but all three groups are agreed that there 
should be little or no punishment for this 
particular offense. 


ETHICAL, CORRECTIONAL AND 
PSYCHODYNAMIC IMPLICATIONS 
These inter-group differences and intra- 
group inconsistencies have very definite 
implications for the ethical values that are 
institutionalized into criminal law as well 
as for the correctional aspects of penology, 
which the psychologist is prone to regard as 
the very raison d’étre of the whole penal 
system. They likewise raise questions 
about the psychodynamic explanations for 
the discrepancies. 

Even if we ignore, for the time being, the 
attitudes of convicts, on the grounds that 
these may not be very influential in guiding 
judicial or correctional policy in our so- 
ciety (a point we would prefer to dispute 
on another occasion), we have already pro- 
duced ample evidence that the influences 
brought to bear on our penal system by 
public opinion and expert opinion are ex- 
tremely divergent and inconsistent in the 
area of sex crimes. This manifests itself 
in repeated attempts to change the laws 
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pertaining to sex offenses, in the extreme 
latitude given to the judicial and correc- 
tional departments of many states in sen- 
tencing and releasing sex offenders, and in 
extreme divergence of actual sentences im- 
posed for the same crime. This divergence 
is the cause not only of much bitterness 
among convicts but of considerable per- 
plexity among correctional experts as well. 
On the basis of equal justice under law, a 
crime (for example, statutory rape) could 
not be considered as tantamount to murder 
or the assaultive rape of a child in one case 
and as only a mild form of delinquency 
in another. The present study suggests the 
clue that public opinion in such cases tends 
to influence judges and juries to inflict 
more severe sentences, and that professional 
opinion tends to exert a more moderating 
influence. The latitude written into the 
law (the indeterminate sentence for sex of- 
fenders being the most extreme example) 
obviously gives free rein to such variable 
influences as public hysteria and the indi- 
vidual differences in moral values (or anxie- 
ties) of individual judges and jury mem- 
bers. 


The basic rationale of the latitude pro- 
vided by the penal code, however, is sup- 
posedly an enlightened one with therapeutic 
implications of considerable interest to the 
correctional psychologist. There is a clear 
implication in such laws that the sex of- 
fender is “sick” and should be removed 
from society until “cured.” Nevertheless, 
for violating the social mores he must be in- 
carcerated rather than be sent to a clinic as 
an outpatient, the duration of the punish- 
ment to be equivalent to the duration of 
his treatment. Aside from the inconsist- 
ency in the basic assumptions—which can 
be resolved only by having far more ade- 
quate clinical facilities in prisons than now 
exist—there is the highly questionable as- 
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sumption that the clinical arts have already 
advanced to the point where sex deviation 
can be readily diagnosed as a disease entity 
and proved methods of therapy applied. 
Any honest clinician would be hard put to 
justify this assumption. 

Furthermore, any student of anti-social 
behavior and social regulation would find 
it hard to explain why sex crimes should 
be treated differently from any other crimes. 
The explanation for the very special and 
inconsistent attention accorded sex offend- 
ers, we would suggest, lies in the high de- 
gree of emotional conflict and guilt experi- 
enced by both the general public and the 
responsible authorities in this area of moral 
values, all of whom eagerly dump the prob- 
lem into the lap of the experts—the “ex- 
perts” in this case being virtually non-exist- 
ent—while those who attempt to fill the 
role are frankly perplexed about what is 
expected of them. 

There are several states which specifi- 
cally prescribe indeterminate sentences for 
“criminal sexual psychopaths” (defined op- 
erationally as those who have violated the 
Statutes on sex offenses), but provide only 
the most perfunctory clinical machinery 
for “treating” the offenders so classified. 
There are no statutes known to this writer 
which provide similar special treatment for 
“criminal burglary psychopaths” or any 
other strange confusions of anti-social and 
psychopathological symptomatology—ex- 
cept, of course, for the “criminally insane.” 
The explanation, we suspect, must lie in the 
especially anxiety-provoking nature of sex 
offenses—anxieties in which identification, 
guilt projection, isolation and undoing, 
displaced aggression, and perhaps not a 
little of simply rationalized hypocrisy play 
a part. In this study we can do no more 
than probe with an exploratory finger into 
this hitherto unexplored area of psycho- 
social dynamics and institutionalized guilt. 
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SUMMARY 


A survey instrument was devised and ap- 
plied as an exploratory probe into the in- 
consistencies of underlying assumptions in 
our penal system, with particular reference 
to sex offenses. The rank-order of oppro- 
brium and the recommended sentences for 
each of 19 felonies was obtained from three 
different groups of males whose attitudes 
toward crime might be assumed to be some- 
what different: (a) a “public” sample of 
234, (b) a “convict” sample of 201 prisoners, 
and (c) a “social science” sample of 134 
criminology students. 

The mean rank-orders, standard devia- 
tions and modal sentences revealed a fairly 
high degree of agreement within and be- 
tween the groups, with murder and as- 
saultive rape of children ranked highest in 
severity (calling for life or death sentences), 
while car theft, bad checks and adultery 
ranked lowest (calling for little or no pun- 
ishment). There were marked differences, 
however, in the evaluation of other sex 
crimes, with the general public taking g 
much more severe view of “statutory rape” 
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and sex perversion than the social science 
students, who were much more inclined to 
take a “mental hygiene” attitude toward 
non-violent deviant sex behavior. Prisoner 
attitudes were found to reflect a self- mace 
eous contempt for sex offenders. 

The differences and inconsistencies in at- 
titudes toward sex offenses are discussed in 
terms of the conflicting pressures which are 
brought to bear on the institutional han- 
dling of such offenses against the social 
mores, as well as in terms of the underlying 
psychosocial dynamics which make attitudes 
and procedures in this area of social values 
a subject of special controversy and incon- 
sistency. 
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Are we hiding behind 


Like the proverbial ostrich which hides its 
head in the hope of avoiding present 
danger by not seeing it, many people in this 
country who consider themselves modern 
and realistic continue to express a semantic 
aversion to the word “homosexual.” The 
distaste this word evokes has been so assidu- 
ously conditioned by generations of morally 
stringent societies that it has become today 
almost instinctive. 


The author, professionally trained, a member of the 
American Association of Social Workers, was en- 
gaged in the practice of medical and psychiatric 
social work for years previous to an illness in 1948 
which resulted in multi-handicap. At this time 
she acknowledges with thanks the assistance of 
Louis E. Roberts of Boston University in the selec- 
tion and organization of the material for this paper 
from the rather voluminous file of research data 
compiled by her on the subject; also the help of 
Rowland Perkins, reader in covering various books 
and pamphlets, 
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a word? 


It is somewhat paradoxical that many 
citizens actively concerned and engaged in 
the struggle against the causes and effects of 
juvenile delinquency refuse to recognize 
that sexual deviation is a very real threat to — 
today’s society and that its practice is in- 
creasing alarmingly. Most of these people 
are willing now to approach alcoholism and 
venereal disease in a spirit of scientific in- | 
quiry with a genuine desire to promote prê- 
vention and cure. This attitude was not 
prevalent a few years ago; it was evoked 
largely through propaganda and education. 
The same methods are required today if we 
are to halt the widespread prevalence of 
homosexuality in America. 

Many people undoubtedly regard homo- 
sexuality as some sort of inherited func 
tional inadequacy which is treated in the 
best interests of society by segregating its 
practitioners from the rest of the com- 
munity. However, it is the opinion of most 


modern psychologists that such thinking is 
based on an essentially false premise; that, 
in reality, the tendency towards homo- 
sexuality is not physiologically determined 
in an individual, but is created and fostered 
by external psychological and emotional 
conditioning, often by those close to an in- 
dividual in his childhood and early ado- 
lescence. Relation with parents seems to 
be a particularly important factor in the 
development of normal sexual interests and 
activities. Overindulgence or its opposite, 
a lack of warm consideration on the part of 
either parent—particularly in conflict with 
the other—apparently can have consider- 
able influence on the sexual development of 
a child. Many cases have been recently re- 
ported in which adults, actively homosexual, 
have under psychotherapy traced the origin 
of their practice to their formative years. It 
is the increasingly validated scientific 
opinion that the earlier homosexual tend- 
encies are noted and subjected to psycho- 
therapeutic treatment, the better by far are 
the chances for cure. 

At present, however, society punishes 
homosexuals for “crimes against nature” 
instead of treating them as mentally ill. 
The blind reaction of society encourages 
homosexuals to find comfort and strength 
in each other, and to organize to affirm their 
rights against this attitude of ignorant 
hostility. 

I became aware of much of this when a 
close friend of mine came to tell me of her 
son who had recently returned from four 
years of service in the army abroad. She 
had expected him to renew his acquaintance 
with some of the girls whom he had fre- 
quently escorted before his army service, 
but he did not respond to her suggestions 
and absented himself from the house when 
he knew they were to be invited. While 
redecorating his room his mother quite 
accidentally came across a group of maga 
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zines tucked away in a closet. She noted 
that many of the titles included the word 
homosexuality and seemed to indicate a de- 
fense of it. She did not immediately grasp 
the significance of these papers but later 
began to trace a pattern in her son’s strange 
behavior. She recalled that the only tele- 
phone calls he received were from a man, 
and that following these calls he would go 
out for hours and sometimes for whole week 
ends, saying that he was joining friends at a 
lodge in the mountains. In contrast to his 
earlier warm association with his mother, he 
had become uncommunicative and even 
secretive. 

The mother came to share her problem 
with me; I asked to see some of the litera- 
ture that she had found in her son’s room. 
It was in this way that I came to appreciate 
the extent to which this manifestation of 
deviated behavior has become institution- 
alized. i 
Closer examination revealed that there 
exists a cohesive organization in America, 
with chapters in the larger cities and a 
highly developed public relations campaign 
designed to encourage prospective homo- 
sexuals to so indulge themselves, to join 
with others openly and to assert their rights 
as citizens. They are urged not to conform 
to social pressure, not to lack courage to do 
as they wish to do, to be in effect strong 
enough to assert their individuality in this 
regard. They are carefully trained to subtly 
propagandize for their cause; they are 
likened to those who struggled against 
slavery and for the right of labor to or- 
ganize and to those who continue to oppose 
discrimination against minority groups. It 
is important to note that they do consider 
themselves discriminated against, that they 
regard the treatment accorded them—the 
stigma, the shame, the imprisonment—to be 
quite unjust. They quote freely from 
ancient Greek documents of a period in — 
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which homosexuality was accepted by the 
state. They want and intend to assert 
themselves in the legal and social framework 
of contemporary American society by 
bolstering their own uncertain egos and by 
obtaining from the public full acceptance. 
Theirs is an increasingly concentrated 
effort which has as an underlying tenet the 
perversion of fundamental social values. It 
is important, I think, to counter their ac- 
tivity before it becomes too pronounced and 
too effective. 

The laws of our various states regarding 
homosexual practices are geared to the old 
view of such practices as willful crimes 
against nature and society rather than as 
evidences of mental illness. They are 
generally punishable with from 20 years to 
life imprisonment with pitifully little con- 
sideration given to the varying degrees of 
compulsion and frequency of indulgence 
which the defendants may express. Many 
judges with no understanding of the psy- 
chological nature of the problem but with 
strong moral prejudices against it simply 
read the law as it stands, convict the offend- 
ers and sentence them to prison, where their 
chances for rehabilitation are virtually de- 
stroyed and their lives shamefully wasted. 
Even if they are eventually released from 
prison, the stigma of this experience is 
marked on ill minds and promotes further 
alienation between the individuals and 
society. 

Two inadequacies in our social structure 
are evident here: 


e Dr. Philip Q. Roche, in delivering the 
Isaac Ray lecture at the University of 
Michigan in the summer of 1956, noted that 
the law is often antipathetic to the help of 
professional psychologists in cases in which 
their competence might be of some value. 
ee 


* Reviewed in Mental Hygiene, 37(1953), 321. 
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He called for “closer collaboration” in the 

universities “between medical students and 
law students together with students in the 
other social disciplines.” 


e Secondly, there are at present virtually 
no facilities available in our mental state 
hospitals for the therapeutic treatment of i 
the homosexual, nor is there any generally 

accepted system of such treatment allied ~ 
with home probation. 


There is much to be done in this field and 
some states have already made considerable © 
exploratory progress. A markedly signifi- 
cant report * was made in Michigan in 
1951 by the Governor’s Study Commission 
on the Deviated Criminal Sex Offender. 
This study was made with the assistance of © 
clergymen, educators, psychologists, sociolo- 
gists, legislative members, judges and law 
enforcement officers, all of whom supplied 
some specialized point of observation or 
knowledge. They found that the public is 
becoming aware that the problem of sex 
deviation is very real in the community and 
is growing and, more importantly, that it is 
an illness of maladjustment requiring treat- 
ment and not punishment. They advise a 
program of education under the direction of — 
the state mental health committees to fur- 
ther increase this awareness and to en- 
courage the public to look to the field of 
psychology for help in solving the problem. 

The interested citizen can lend his aid 
by first overcoming his semantic reaction of 
aversion to the word homosexual by in- 
quiring about its real meaning, by familiar- 
izing himself with the latest work being 
done on the problem, and by helping to 
promote discussion and dissemination Of 
information on it. His state mental health 
organization will serve as a very useful 
guide. He should particularly examine the 
legal structure in his own state pertaining 


to the offense of homosexuality and could 


do much to promote the realization that 


many of the offenders who come into court 
require not imprisonment but psychiatric 
assistance. 

Dr. George A. Silver has noted that homo- 
sexuality is another threat to a family struc- 
ture already under considerable strain from 
an upheaval in the pattern of society occa- 
sioned by the requirements of industry. He 
concludes, “At present, cure is difficult and 
time-consuming, maybe even impossible for 
many homosexuals. The key to the prob- 
lem lies in prevention. Prevention waits 
on knowledge and study.” + 
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REV. RALPH D. BONACKER, B.D. 


Alcoholism 


and Alcoholics Anonymous 


viewed symptomatologically 


When asked recently to discuss some as- 
pects of the problem of alcoholism I began 
a review of those alcoholics I had known 
who had been successful in overcoming 
their addiction. In a great majority of 
cases the major influence was the organiza- 
tion known as Alcoholics Anonymous. 

I first learned of Alcoholics Anonymous 
in 1940, when I was senior chaplain at 
Bellevue Hospital. An intimate friend of 
a colleague on the chaplaincy staff was a 
young man in his late twenties. He had an 
engineering degree, was intelligent and per- 
sonable, but was throwing away his life 
through addiction to alcohol. Having 


The Rev, Mr. Bonacker, who is director of the 
Episcopal Mission Society of San Diego, studied at 
the Institute for Psychoanalysis in Chicago and the 
Council for Clinical Training of Theological Stu- 
dents. He is chaplain at the San Diego County 
honor camps and an accredited supervisor of the 
Council for Clinical Training. 
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heard of Alcoholics Anonymous, I asked my 
colleague if he thought it might be helpful 
to invite this young man to go with us some 
evening to a meeting of AA. In due course 


our attendance at a meeting was arranged. 


I can still see this young man, Bill, standing 
half-intoxicated on the fringe of the meet- 
ing observing intently what was going on, 
undecided whether this was for him or not. 

Shortly after this event we moved from 
New York, and the outcome of the meeting 
was left in doubt. Seven years later, how- 
ever, we returned and learned that Bill, 
shortly after that evening, became a mem- 
ber of Alcoholics Anonymous and had main- 
tained sobriety for the intervening seven 
years. We had the privilege at that time 
of entertaining him and his wife in our 
apartment and observed with great pleasure 
the new satisfaction and joy he was getting 
from life because of the help he received 
from Alcoholics Anonymous. 


i, 


Alcoholism and Alcoholics Anonymous 


A SYMPTOM, NOT A DISEASE 


Before going any further into this matter, 
let me state my strong conviction that al- 
coholism is not a disease. This is a common 
misconception, frequently repeated. Typi- 
cal of much that has been said is the title 
of an excellent pamphlet, published by the 
Public Affairs Committee, Alcoholism—A 
Sicknesss That Can Be Beaten 

Is a cough a disease? Hardly. A cough 
may be caused by any number of diseases. 
In each case the cough is a symptom of an 
underlying pathological state which is the 
disease. Some diseases of which a cough 
may be a symptom are tuberculosis, a com- 
mon cold, pneumonia, a sinus infection or 
an emotional disturbance. To call the 
cough the disease would be superficial over- 
simplification. To call alcoholism a disease 
is also superficial over-simplification. Al- 
coholism is not a disease, but a symptom 
of an underlying pathological condition, 
primarily psychological. This distinction 
is important to make. First, because it 
helps us to understand that any treatment 
aimed only at removing the symptom is 
really no treatment of the basic problem, 
and might actually result in the appearance 
of more serious symptoms, such as drug ad- 
diction. Conceivably, the last state of that 
man might be worse than the first. In any 
case where it is possible, treatment should 
be directed at the basic disorder and not at 
symptoms. Another reason for insisting 
upon this distinction is that a disease 1s 
something the patient generally can do very 
little about except to see the doctor and let 


the doctor do the work, Alcoholism is a 
symptom about which the patient should 
feel some responsibility and some hope in 
working toward a cure. é 

Alcoholism is a symptom of a disturbance 
in the psychological or moral realm. If 
alcoholism is a symptom, what is the disease? 


BONACKER 


The purpose of this paper is to take a look 
at the main features of alcoholism itself as 
a set of symptoms indicating a deeper dis- 
turbance and telling us something about 
the nature of that disturbance; and also to 
look at the program of Alcoholics Anony- 
mous as a substitute set of symptoms replac- 
ing the destructive symptoms of alcoholism 
and also suggesting something about the 
deeper psychological needs of the alcoholic, 
(That AA is a cure only of the symptom 
and not the disease is admitted by AA itself. 
“Once an alcoholic always an alcoholic” is 
an accepted dictum among members of Al- 
coholics Anonymous.) Such an attempt to 
understand alcoholism and AA as sympto- 
matology may help us toward an under- 
standing of the basic needs and problems of 
the alcoholic. 

There is no intention anywhere in this 
paper of implying that the personality struc- 
ture of all alcoholics is identical and that 
therefore the AA program is an appropriate 
means of helping all alcoholics. There are 
striking personality differences among al- 
coholics. I have known a considerable 
number who have shown marked resistance 
to the AA treatment—and in some cases 
their resistance was based on unconscious 
wisdom, an awareness that the AA program 
was not the best answer to their problems. 
Some of these have found help in other 
ways. These differences in alcoholics sug- 
gest that perhaps we should stop talking 
about alcoholism and begin speaking of 
alcoholisms. Nevertheless, it is my con- 
sidered opinion that the observations which 
follow concerning the psychological needs 
of the alcoholic are true of even these differ- 
ent types of alcoholics. At least I believe 


dU eee 
1 Herbert Yahraes, Alcoholism Is a Sicknesss, New 
York, Public Affairs Committee, 1946 (Pamphlet No. 
118), revised in 1952 by Alton L. Blakeslee and re- 
titled Alcoholism—A Sickness That Can Be Beaten. 
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them to be true of most of the many male 
alcoholics I have been able to observe. 


DEPENDENCE 


What then does a study of the symptoms of 
alcoholism and the symptoms of AA in- 
dicate about the nature of the underlying 
pathological process? First, the depend- 
ence upon the bottle with its oral recep- 
tivity is a sign of the need for love. The 
relationship between oral receptivity and 
the need for affection, now a truism of psy- 
choanalytic thought, has its roots in the in- 
fant’s first experience of being loved, the 
feeding relationship with the mother. The 
alcoholic, for one reason or another, seems 
to possess an excessive amount of the uni- 
versal need to be loved and a small capacity 
for tolerating frustration of that need. Per- 
haps most of us have a greater need to be 
loved than is normally satisfied; but for the 
alcoholic, this is a peculiarly distressing 
problem. I am reminded of the story of 
the Indiana farmer who went into town to 
sell some grain. When he returned his wife 
asked him how much he got for the grain 
and he said, “I didn’t get as much as I ex- 
pected; but then I hardly expected that I 
would.” This philosophy is one that the 
alcoholic is unable to apply in relation to 
his need for affection. Perhaps most of us 
don’t get as much as we expect, but we learn 
Not to expect that much. To the alcoholic 
the discrepancy between expectation and 
fulfillment is considerable and unaccept- 
able and an important factor in the devel- 
opment of his alcoholism. 

In my own contacts with alcoholics I 
have often noted the strong attachment that 
many of them have for their mothers or 
mother-substitutes. In successive interviews 
recently I had one alcoholic tell me, “My 
EA Hemi ee SHB Eee Se 
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mother worshipped me,” and the next one 
said, “My grandmother made an idol of 
me.” Many of them marry older women; 
their wives are usually maternal in their 
protectiveness; and occasionally it has been 
clear that an alcoholic never married be- 
cause he could not find “a girl just like 
the girl who married dear old Dad.” 

The pamphlet mentioned above gives this 
picture of a typical alcoholic: “Take Mr. 
A. At the office he was always the one who 
passed the hat for flowers when a fellow- 
worker was sick. He was a sucker for pan- 
handlers. And in many a bar he lamented 
the callousness of persons who suggested 
that pigeons in a big city were confounded 
nuisances. But he was also abnormally 
quick to take offense, and unless he was 
waited on hand and foot at home was likely 
to accuse his children of failing to honor 
their parents, and his wife of being unfaith- 
ful.” 2 

Now let’s take a look at the symptoms of 
AA. Is there anything about the symptoms 
of AA which suggests the satisfaction of this 
need? First, look at steps 1, 2 and 3 of the 
“12 steps of Alcoholics Anonymous.” They 
add up toa yielding up of the pretense of in- 
dependence and an acceptance of complete 
dependence upon God. Step 1, admit you 
are powerless over alcohol, that your life 
has become unmanageable. Step 2, come 
to believe that a power greater than your- 
self can restore you to sanity. Step 3, turn 
your will and your life over to the care of 
God as you understand him. These three 
steps give the alcoholic some satisfaction of 
this need for love, this need to lean and de- 
pend upon something greater than himself. 
Then too the 12 steps taken as a whole 
and the entire Philosophy of AA become 
for the member a “rule of life,” a new 
authority in which to trust and on which 
to lean. And beyond this there is the 
fellowship of understanding which the alco- f 


Alcoholism and Alcoholics Anonymous 


holic finds in AA and which is another sig- 
nificant means of satisfying this need. 


NARCISSISM 

A second group of symptoms points to 
narcissism. Most alcoholics, at least after 
their acceptance of AA, admit that they 
have been an extremely self-centered lot. 
When sober they tend to be rather shy, 
sometimes lonely, people; but under the in- 
fluence of alcohol, their narcissism usually 
becomes fairly clear in a tendency to ex- 
hibitionism. The alcoholic needs a lot of 
attention and seeks it boldly after he has 
had a few drinks. It must be understood 
that this observation is made in no moral- 
istic sense whatever; there are elements of 
self-centeredness and exhibitionism in all of 
us, and a preacher should be the last to deny 
this or to be moralistic about it. Ambrose 
Bierce defined an egotist as “a person of low 
taste more interested in himself than me.” 
A rather good definition, indicating that we 
all belong to the group. The narcissism of 
the alcoholic is not something which is pe- 
culiar to him, but which is perhaps a bit 
stronger in him than in the rest of us. 

One of them recently said to me, “Nor- 
mally I’m pretty shy, but after a few drinks 
I really make a fool of myself. I think I’m 
as clever as Noel Coward. I can dance like 
Arthur Murray and fight like Rocky 
Marciano. Oh, I have a wonderful timel 
But after I sober up, I’m full of remorse.” 

How do we see this same basic personality 
trend expressed in the symptoms of AA? 
First, there is the satisfaction that the mem- 
mer of AA gets through the exhibitionistic 
recounting of his drunken sprees and depths 
of degradation. This is something which 
annoys a great many people and which pre- 
vents some alcoholics from accepting the 
suggested treatment. Many of us have per- 
haps felt about this aspect of AA somewhat 
like the preacher who, after listening to # 
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full and lurid confession of sin, said to the 
penitent, “Brother, you ain’t confessin’, 


you's boastin’.” Perhaps one reason it 


“annoys us is that we are a bit envious of the 


satisfaction the ex-alcoholic gets in these 
tales of his woeful exploits. The important 
thing is that he is engaged in a kind of ex- 
hibitionism which is nevertheless a point of 
contact between himself and other people. 
It is not an isolating kind of exhibitionism 
which leads to remorse. Rather, it brings 
him into fellowship with other people, and 
brings approval from others and himself; 
and this is important. 

Another indication of the basic narcissism 
to which AA ministers is its concern that 
the member of AA help other people like 
himself. He has a sense of mission to others 
who have the same basic personality needs 
and the same behavior problems that he 
has. Vicariously he is helping himself. 
Even though this is psychologically true, he 
is nevertheless helping others, and this too 
is important, In this endeavor he discovers 
something of the secret that he who would 
save his life must lose it. The AA program 
teaches the alcoholic to redirect a great deal 
of his affection away from himself toward 
God, toward the fellowship of other alco- 
holics, and to the unredeemed alcoholic who 


needs his help. 


RESENTMENT 

A third characteristic of the alcoholic is 
a deep underlying rebellion against and re- 
sentment toward both authority figures and 
persons on whom they depend. In such a 
culture as ours, with its strong puritanical 
strain denouncing all use of alcohol, drink- 
ing is one way of expressing resentment of 
authority. In a culture which says we must 
not take even the first drink, a good bender 
becomes a symbol of independence and a 
sign of rebelliousness. I recall the theo- 
logical student attending an AA meeting 
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who stood up during the discussion period 
to ask the question, “Why do we spend so 
much time trying to cure alcoholism when 
we could solve the whole problem by pre- 
venting anyone from ever getting a drink?” 
The chairman of the group sat on him 
pretty hard, saying, “If you were a minister 
and this was your basic philosophy concern- 
ing alcohol, an alcoholic who saw you walk- 
ing down the street would pretty quickly 
cross to the other side to avoid meeting 
you.” Authoritarian denunciation of alco- 
hol is no way to treat the alcoholic; the more 
moralistic we become, the more we en- 
courage him to drink as a means of express- 
ing his rebellion. Often we see this vicious 
cycle repeated within the family of the alco- 
holic: he drinks, the family scolds; and the 
more it scolds, the more he drinks. Often 
we sense the alcoholic’s resentment of ad- 
vice, particularly when it is moralistic. 
Most of us have seen the alcoholic’s in- 
hibitions dissolve and his resentment rise 
to the surface after he has had a drink or 
two. I remember going to see one of them 
in his hotel room not so long ago. He was 
giving his boss a verbal lashing, which he 
could never have done without those few 
drinks. He had acquired a new courage, a 
new confidence, a new ability to express his 
resentment, The pleasure it gave him was 
Obvious, I have had many alcoholics tell 
me that this is one of the reasons why they 
drink. Frequently it is not the boss but 
the wife against whom they feel hostile. 
They share Clarence Day’s feeling about 
wifely coddling or domination: 


“The parting injunctions 
Of mothers and wives 

Are one of those functions 
That poison our lives.” 


Normally passive and gentle, those first two 
or three drinks help them to do a good job 
of talking out their resentments, or some- 
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times acting them out. I remember vividly 


the meek little neighbor who regularly beat 

up his wife on week-end binges and de- 

prived us of our Saturday night’s sleep. 
Now, how is this need satisfied by AA? 


In the first place in AA there is neither coax- — 


ing nor coddling. The individual is not 
asked to give up drinking. He is told that 
the decision is entirely his own. There is 
in AA a minimal amount of authority. 
There is no continuing presiding officer, 


Elections are frequent. The entire atmos- — 


phere smacks of democracy and informality. 
There is no dogma. The closest thing to 
dogma is the acceptance of a higher power 
or God, but only as the individual knows 
Him. There is no hierarchy. There is 
only the personal choice of sobriety. The 
AA member admits he is powerless over 
alcohol and on his own makes the decision 
to move into complete sobriety. 

Finally, in AA there is no moralizing. 


There is even no moralizing over the mem- — 


ber who slips. There is understanding and 
a willingness to receive him back into the 
fellowship. This is one of the places where 
the church has much to learn. We have 
been too conscious of ourselyes as a fellow- 
ship of saints and too little aware of our- 
selves as a band of sinners. 

It should be noted that while AA does 


much to reduce the alcoholic’s resentment — 


by its avoidance of coddling, dogmatism, 
authoritativeness or moralizing, the AA pro- 


gram nevertheless seems excessively intol- 
erant of hostility. In relation to the need | 


for love and the narcissistic trends, AA pro- 
vides an expressive outlet. In relation to 


hostility, the AA program strikes this ob- : 


Server as somewhat repressive, and perhaps 


not as helpful as it might be. The virtues 7 


of passivity and placidity frequently appear 


to be too highly exalted, a tendency which — 
sometimes breeds unnecessary inner conflict _ 


and tension. 


ALAN O. ROSS, Pu.D. 


The function of psychological testing 


in the child guidance clinic 


The psychological evaluation or survey is, 
above all, a short-cut to the understanding 
of an individual’s personality, which in- 
cludes both intellectual and emotional fac- 
tors. By utilizing special techniques and in- 
struments the psychologist obtains a cross- 
sectional view from which, by extrapola- 
tion, he tries to reconstruct the patient's 
past experiences and to make predictions as 
to his future behavior under certain speci- 
fied conditions, such as therapy. Theoreti- 
cally, the information obtained from psy- 
chological tests can also be derived from 
the extensive study of a person conducted 
by a skilled therapist over a period of 
months or years. The only unique feature 
of the psychological survey is that it pro- 
vides a quicker evaluation by using a struc- 
tured interview around standardized stim- 
uli. The psychologist can often furnish in- 
formation after four to six hours of study 


which it might take a therapist as much as 
six months or more to obtain, In instances 
where important decisions or dispositions 
have to be quickly arrived at, such as 
whether to accept a child for treatment, 
remove him from a foster home or place 
him in an institution, the psychologist’s 
contribution can be of utmost value. 

In a child guidance clinic where the de- 
mand for services inevitably exceeds the 
supply of staff time, psychological testing 
plays a significant role. Decisions affecting 
the lives of children and their families are 
constantly required and these decisions 
should, in justice to the individuals in- 
volved, be based on all the information 
and knowledge which can be made avail- 
able. This includes the results of psycho- 
a eC) ip UY as 
Dr. Ross is clinical psychologist at the Clifford W. 
Beers Guidance Clinic in New Haven, Conn. 
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logical evaluations, but clinic personnel, in- 
cluding psychologists, are not always clear 
as to the manner in which the psychologist’s 
skill as a diagnostician can be used to best 
advantage. 

Psychological testing has unfortunately 
been oversold at some clinics with the result 
that every patient who requests treatment 
or other services is immediately referred for 
a psychological evaluation. Conducting a 
routine testing program, in this manner, 
does not constitute optimal use of the psy- 
chologist’s time and effort. Routine testing 
all too often turns into a mechanical pro- 
cedure where every patient is given a pro- 
crustean “battery,” the results of which, be- 
cause they tend to read alike from patient 
to patient, are filed away unread and un- 
heeded. Child guidance clinics relying on 
routine testing frequently schedule a child 
for “psychologicals” before he has been seen 
by the psychiatrist for a diagnostic inter- 
view. At the time this interview does take 
place, the psychological report may or may 
not be completed and if it is the psychiatrist 
may glance at it to pick out the IQ score, 
read the summary and disregard the rest 
lest it bias his clinical impression. At the 
staff conference following the intake pro- 
cedure someone may then raise a specific 
question and be disappointed because the 
psychologist does not have the answer— 
not having been able to foresee the question 
when he examined the child. This kind of 
arrangement not only leads to a deprecia- 
tion of the psychologist’s role in the eyes of 
other staff members, but it also tends to dis- 
illusion the psychologist about the impor- 
tance and value of his diagnostic function, 
which thus often becomes viewed as “just 
testing.” 

Selective rather than routine testing of 
patients makes rational use of the psychol- 
ogist’s skills. In selective testing psycho- 
logical instruments are used to answer spe- 
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cific questions which arise in the course of 
the study of a patient. In a child psychi- 
atric clinic this would mean that someone, 
usually the psychiatrist, sees the child to 
obtain a diagnostic impression from a play 
interview. If there are any points such an 
interview has failed to clarify and if it ap- 
pears that to obtain adequate understand- 
ing of the case the child would have to be 
seen many more times, the short-cut diag- 
nostic technique—the psychological survey 
—should be introduced. In this way the 
psychiatrist can pose specific questions rele- 
vant to that particular child and related to 
those areas his interview failed to make 
explicit. In routine testing the referral is 
for a “personality evaluation.” In selective 
testing the psychologist is asked to furnish 
answers to such questions as “to what ex- 
tent does this child’s anxiety interfere with 
his intellectual potential?” or “how does 
this child view his position in his family in 
relation to his siblings?” or “what is this 
child’s potential for improvement under 
treatment?” Instead of using a shotgun 
approach, hoping to tap as many areas as 
possible—as he needs to do when asked for 
a non-specific personality evaluation—the 
psychologist can now decide which of his 
instruments are best suited to furnish an- 
swers to the questions asked, if necessary 
trying a number of techniques if one fails 
to be productive. Instead of duplicating 
them, the psychologist now supplements 
the efforts of other disciplines on the psy- 
chiatric team and in the staff conference 
following the completion of the study he 
can contribute valuable information, hav- 
ing had the opportunity to maximize his 
effectiveness. Functioning in this fashion, 
no psychologist will view his activity as 
“Just testing,” because he and his team 
partners clearly recognize the importance 
of his contribution to the understanding of 
the total child. 


Whether testing is conducted routinely 
or selectively, the decision of which of his 
instruments to use in any specific case must 
be that of the psychologist and not that of 
the referring source. If the more desirable 
practice of selective testing is followed, the 
referral should clearly state the questions 
to which answers are to be obtained. This 
will enable the psychologist to use his pro- 
fessional judgment in choosing the instru- 
ments which he considers to be best suited 
to contribute to the desired answers. In a 
clinic setting this prerogative of option 
should never be abrogated to a member of 
another profession, nor even to another 
psychologist, since the same instrument does 
not always possess equal sensitivity in the 
hands of different clinicians. The medical 
training of some colleagues in the mental 
health professions sometimes leads them to 
equate the psychological survey with labora- 
tory tests, making them “order” a Ror- 
schach, for example, as the internist orders 
a blood count or a Wassermann. This 
analogy is faulty because the psychologist 
does more than furnish facts and figures; he 
interprets his findings, integrating the re- 
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sults of a number of tests, and submits a 
complete evaluation, recommendations and 
conclusions. Unless the psychologist suc- 
ceeds in explaining his role adequately, he 
may find himself functioning as a techni- 
cian who gathers information that others 
interpret, a psychometrician who does “just 
testing.” In a well organized clinic each 
profession limits its activity to the area of 
its competence; just as the psychologist 
should refrain from telling the psychiatrist 
which medication to prescribe if psycho- 
logical tests reveal the presence of a con- 
vulsive disorder, so should the psychiatrist 
abstain from specifying the instruments the 
psychologist is to use in his examination of 
a patient. 

All of this does not of course preclude 
that in a collaborative team situation a pro- 
fessional partner may at times suggest that 
a specific test might be indicated, but such 
a suggestion should never take the form of 
a prescription. Only by this separation of 
professional functions can the mutual Te: 
spect, so essential for the smooth operation 
of the team approach, be maintained and 


preserved. 
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FRANK T. GREVING 


Basis and plan for more 


effective use of community resources 


THE PRACTICAL ISSUE 


One of the most serious problems facing 
the ten state governments represented at 
this conference is the mounting capital and 
operational costs of hospitals for the men- 
tally ill, These northeast states 1 spend an 
aggregate of approximately $230,000,000 
annually for the care of about 195,000 pa- 
tients in long-term mental institutions. 
Each year these states admit about 52,000 
patients. Thirty-five percent or 15,000 of 
these are readmissions. Twenty-nine thou- 
sand are discharged annually. 


Mr. Greving, who is associate director of Community 
Research Associates, Inc. of New York, presented 
this paper September 12, 1957 before the Northeast 
State Governments Conference on Mental Health, 
1 Connecticut, Delaware, Maine, Massachusetts, New 
Hampshire, New Jersey, New York, Pennsylvania, 
Rhode Island and Vermont. 
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for mental health 


Public concern about the mentally ill is 
undeniable; the cost of building and main- 
taining our state hospitals is mounting 
steadily. This defines the most clear-cut, 
urgent and practical issue in the whole 
broad and still very vaguely defined area of 
mental health—how to control and prevent 
an increasing need for state hospital care 
and its attendant financial burdens. 

Our assignment is to discuss how this 
may be accomplished through the better use 
of local community resources. The prob- 
lem posed thus is two-fold: first, how to keep 
people out of the state hospitals wherever 
possible, when they can be treated as well 
or better by non-institutional resources in 
their local communities; second, how to 
get people out of the institutions as soon as 
possible and turn them over to responsible 
after-care and follow-up resources. 

In connection with these two questions we 
may note another practical issue. These 


same northeast states have currently budg- 
eted a combined $23,750,000 for local com- 
munity mental health services. This 
amount is from several sources—state gov- 
ernments, $12,000,000 or 51%; local tax 
funds, $9,000,000 or 38%; federal appro- 
priations $944,000 or 4%, and from local 
voluntary sources $1,800,000 or 7%. Not 
only does the state directly pay for the bulk 
of these local mental health activities, but 
much of the local tax money is spent in 
“matching” state expenditures, thus giving 
the state at least an indirect control over the 
policies governing it. Therefore, to a very 
considerable extent, when we ask the ques- 
tion, “how can a state make use of local 
resources to control and prevent the need 
for hosiptalization?,” we are asking, “how 
can the state make better use of the local 
services it is now either financing or sub- 
sidizing?” 

It is, I believe, fair to say that no state 
has yet come up with a comprehensive plan 
through which to achieve these objectives. 
This mental hospital problem is not new, 
but public and administrative awareness of 
its proportions is relatively new; realistic im- 
plications are still surrounded by uncer- 
tainties and confusion. Many of the states 
represented at this conference have devel- 
oped and are experimenting with particular 
measures they hope will keep people out of 
their hospitals or accelerate the rate at 
which they can discharge them. But good 
administrators are the first to admit that 
these efforts fall far short of what they 
would like to achieve. 

Community Research Associates claims 
no omniscience in this matter; we have no 
inside access to any magic wand with which 
you can solve this problem. All I can at- 
tempt to do is to clarify some of the issues 
and suggest some principles for planning 
which have evolved from our experience in 

' Many local community studies and in some 
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of the special administrative research we 
have been undertaking. 

Let us first see what is known about the 
problem of mental illness that your state 
hospitals have to deal with. 

It is a practically significant fact that the 
great bulk of institutional care is required 
by psychotics. A small segment of the pa- 
tients are classified as psychoneurotic— 
about 5%. The psychotic patients can be 
divided roughly into two main groups. One 
consists of those with psychoses with a 
predominantly organic base. They cor- 
respond significantly to an older age group 
characterized by progressive physical and 
emotional deterioration. The other group 
comprises those with severe functional dis- 
orders. Here the onset is at a younger age 
and’ therefore, unless effective hospital 
treatment and appropriate community re- 
sources are available, care of longer dura- 


_tion will ensue. The median age for state 


hospital admissions in the U. S. for arterio- 
sclerotic and senile patients is 72 and 76 
respectively; for the functional psychotic- 
psychoneurotic group is 50 and 36 respec- 
tively. 

These basic characteristics of the state 
hospital load have several important impli- 
cations for the better use of community re- 
sources. Is state hospital care the most ef- 
fective and appropriate care for all of these 
older patients? How well are we planning 
return of the younger patient to his family 
and to responsible community life? Is 
there any responsible community service 
that provides effective continuum of service 
concerned with family, relatives, job find- 
ing? Or in other words—what services 
ought we to have at the local level, to form 
the basis for an integrated plan for con- 
structively controlling the flow of cases in 
and out of the state hospitals? State facili- 
ties for the mentally retarded are subject 
to similiar considerations. 
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Community Research Associates’ experi- 
ence suggests three functions that local com- 
munity resources ought to be able to per- 
form on a planned basis and that, if they 
were available and used, might substantially 
reduce hospital loads: 


The provision of nursing home care for 
long-term cases where there is minimal hope 
for rehabilitative treatment and where pro- 
tection and security measures are not a pri- 
mary consideration. This would relieve 
state hospitals of the care of many of the 
older group with chronic organic diseases. 


The discovery and treatment of cases at 
the earlier ambulatory outpatient stage as 
a means of preventing or delaying their 
need for institutional commitment. This 
applies mainly to the functional disorders 
and to the mentally retarded. 


The assumption of cases for follow-up 
treatment and supervision at the earliest 
possible time. This applies to both organic 
and functional states. For the latter, ambu- 
latory outpatient care; for the former, nurs- 
ing home and bedside supervision. 


PRESENT COMMUNITY RESOURCES 


If in broad outlines these are the basic types 
of local service which would help prevent 
or delay the need for hospitalization and ac- 
celerate the possibility of discharge, let us 
look briefly at the services we now have in 
our local communities and the extent to 
which they are being used for these pur- 
Poses, 

We must of course distinguish between 
urban and rural counties, Generally speak- 
ing, the former are much better supplied 
with mental health facilities than the latter, 


URBAN CENTERS 
Most urban centers now have outpatient 
clinics of some kind. The fact is, however, 
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that they tend with few exceptions not to 
accept, or at least to avoid, psychotic or pre- 
psychotic cases—the type of cases which con- 
stitute the overwhelming bulk of flow into 
the state hospitals. Studies made of child 
guidance clinics have shown that in this 
particular field of community mental health 
service as many as four out of five cases 
could have used a resource requiring less 
psychiatric skill and training. Actually we 
are making an uneconomical use of very 
scarce psychiatric personnel. Outpatient 
clinic services should be used for people 
who are ill and whom it would otherwise be 
necessary to commit to institutional care. 
Not many community clinics, either public 
or subsidized voluntary are fulfilling this 
obligation as a community resource. 

Moreover, most local clinics are not effec- 
tively linked either functionally or admin- 
istratively with the state hospital system 
and therefore are not integrated into any 
systematic plan for prevention or follow-up 
treatment. Only a few states have partial 
Provision for state hospital after-care, and 
this usually is administered out of the state 
hospital and not linked with systematic 
utilization of such local clinical resources as 
may exist. 

Nursing homes, many of which operate 
with some public subsidy, are available but 
they have not generally been developed to 
care for aged mental cases. California did 
take the bull by the horns and refused to 
admit these cases to its state institutions. 

Our own experience suggests that at the 
community level the larger proportion of 
Psychotic cases, or cases evidencing pre- 
Psychotic symptoms, instead of being under 
the care of mental health clinics actually 
are to be found in the care of three main 
types of agencies; private casework agencies, 
public welfare departments and local cor- 
rectional authorities. The first two types 
of agencies by definition are working with 
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families and individuals with symptoms of 
social maladjustment, disordered behavior 
or emotional disturbances of some sort. We 

. do not know exactly what proportion of 
their caseloads would show diagnosed psy- 
chotic or pre-psychotic symptoms; there 
never has been any systematic attempt to 
discover this. Recent data of our own 
from a representative number of family 
casework agencies suggest that the propor- 
tion in this group may run to 15% or 20%. 
We also know that local jails and work- 
houses as well as juvenile detention homes 
are filled with constant repeaters. We 
know enough from their case records to be 
sure that a significant proportion are in, or 
border upon, a psychotic classification. Pub- 
lic welfare departments not only have a 
major responsibility for the care of aged 
people with their accompanying vulnera- 
bility to organic deterioration, but in their 
aid to dependent children and child wel- 
fare service loads are very substantial groups 
of families highly vulnerable to severe men- 
tal and emotional pathology. We have no 
doubt that a significant proportion of them 
falls in classifications of severe pathological 
disorder. 

Although we feel reasonably sure that a 
quite substantial portion of the persons in 
the community with mental illness severe 
enough to make them at some stage poten- 
tial candidates for state hospitals are to be 
found in caseloads of these three types of 
community agencies, it is an almost uni- 
versal fact that these agencies do not as- 
Sume any responsibility for performing 
either of two functions that would help 
keep them from filling up the hospitals: 
Namely, discovery or identification and 
clinical treatment. 

Most private casework agencies could 
Systematically screen out or identify the 
Psychotics and suspected psychotics in their 
caseloads if there were any inducement or 
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requirement that they do so. These agen- 
cies usually employ well-qualified casework- 
ers whose training includes perception of 
such symptoms. This is not true of the 
local public welfare or correctional depart- 
ments. There identification would require 
new procedures; this should not, however, 
present insuperable obstacles. 

As to the second function, none of these 
agencies is now equipped to give effective 
psychiatric treatment to the persons in their 
caseload who may require it. From the 
standpoint of sound planning we believe 
it uneconomical to try to equip them to do 
so. But unless there is some local commu- 
nity clinic that will concentrate on the treat- 
ment of ambulatory psychotic and pre-psy- 
chotic cases, the only recourse these agencies 
now have is to try to get these cases ad- 
mitted to your state institutions. This they 
now do to some extent and in a generally 
haphazard manner. 


RURAL COUNTIES 


The main difference between urban centers 
and rural communities is that in the latter 
there seldom are mental hygiene clinics or 
private casework agencies. The principal 
public services through which cases flow to 
institutional care are welfare departments 
and courts. Provisions for preventive and 
delaying services are almost entirely lacking 
except where a traveling clinic occasionally 
gets around to provide diagnostic services. 

Practically speaking, the distinction is an 
academic one. While urban centers have 
resources that might be used to help con- 
trol the flow in and out of state hospital 
care, they are not being so used. With 
fewer resources in rural areas, the net re- 
sult is the same. 


COMMUNITY PLANNING PRINCIPLES 


An underlying reason for the present failure 
either systematically to identify psychotic 
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or suspected psychotic cases in the local 
agencies or to provide competent local treat- 
ment for them is that in our community 
plans the area of severe pathology has be- 
come lost in a confused concern about the 
very much larger and ill-defined problem of 
social unadjustment, disordered behavior, 
emotional disturbance, mental health or 
whatever other name you may choose to 
call it. 

Undeniably communities do and must 
provide services to many families, adults or 
children with behavior and adjustment 
problems who are not and never will be 
severely mentally ill. But the attempt to 
deal with all these symptomatic evidences 
of trouble in the name of mental health 
has created great confusion. Thus we have 
a myriad of different agencies and jurisdic- 
tions dealing with different symptomatic 
episodes at different times or concurrently 
in the same individual and in the same fam- 
ily—each with its own brand of treatment 
plan. The amount of hidden and often ra- 
tionalized waste attending this process is 
tremendous. Yet today we clamor for more 
specialized care facilities—a new panacea 
being the residential treatment center—not 
yet defined, very costly and most readily re- 
sorted to, often because we failed to use the 
basic services we already have. 

This multiple and wasteful activity leads 
to many vague apprehensions by profes- 
sional workers, no less than by the man in 
the street, about an unknown mass of trou- 
blesome behavior. Our own studies have 
shown that a relatively small number of 
families and individuals keep producing 
the bulk of the problems requiring agency 
activity. This activity, often by many 
agencies with the same family, creates the 
impression of vast numbers of cases when 
actually it is in part a symptom of uncoordi- 
nated activity, often with different facets of 
the same core problem. This leads to an 
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unscientific promotion of so-called needs of 
all kinds. Funds are raised and appropri- 
ated under a myriad of well-intentioned or 
vested interest motivations. This is neither 
conducive to sound community planning 
nor to gaining the confidence of the tax- 
payer. 

At Community Research Associates we 
believe that you can chart your way out of 
this confusion only by accepting and acting 
on a few simple principles. 

The first principle is that the organized 
community—that is, the community which 
puts up either tax or voluntary money for 
organized services—must deal with this 
whole problem of behavior, mental well- 
being, or however you may conceive it, at 
three levels: 


THE ECONOMIC LEVEL 


That is, the community must provide finan- 
cial assistance to handicapped people who 
cannot meet accepted minimum require- 
ments of food, clothes, shelter, medical care 
and other necessities. 

This is the primary responsibility of our 
public assistance programs, now under- 
pinned by modern social security insurance. 


THE ADJUSTMENT LEVEL 


That is, the provision of service and protec- 
tion for people who behave in an unsocial 
manner; who do not give adequate care to 
their children; who are emotionally dis- 
turbed, unstable or disorganized, but who 
are not mentally ill in the sense that makes 
them potential candidates for state hos- 
pitals. 

This level is, or should be, the responsi- 
bility of an admitted plethora of agencies, 
who do and should place their main reli- 
ance on social casework personnel: private 
child welfare and family service agencies; 
public child welfare services; adult and 
juvenile court and probation services; spe- 


cial police and youth services; programs for 


_the handicapped, and so on. 


THE LEVEL OF MENTAL ILLNESS 


That is, the provision of psychiatric medi- 
cal service to persons with severe pathology. 
Most of these cases fall within or border on 
the psychoses, as we now understand that 
term. 

In the state government this is the clear 
responsibility of the state mental hospital, 
but in the local community, as we have 
already indicated, responsibility is not fixed 
with corresponding clarity. 

Our second community planning prin- 
ciple is that the agencies with primary re- 
sponsibility for each of these basic service 
levels should stick to their own job and 
not try to move into the other's territory. 
In urban communities a great deal of men- 
tal hygiene money and expensive psychi- 
atric personnel is widely spread over an ex- 
traordinary variety of agencies who do not 
deal directly with mental illness and who 
use these resources simply as an adjunct to 
Some program with a completely different 
purpose, 

The function of psychiatric consultation 
which cuts across many community services 
has been a singular source of confusion. 
Its use and purposes are not the subject of 
this Paper except to point out that until 
Its effect can be measured we should be 
cautious about claiming for it any sizable 
change in the incidence of mental illness. 
There is an important place for psychiatric 
Consultation to other professions but by it- 
self it can be like a ship without a rudder 
1n a sea of ill-defined primary agency func- 
tions, to which it may seek to attach itself. 

In terms of the subject matter of this 
Paper, application of that principle also 
means that the public welfare department 
Or court, family casework agency, school 
System or settlement house should not be 
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satisfied merely to stay out of the business 
of treating the mentally ill, but should get 
into the business of systematically discover- 
ing and identifying mental illness in their 
caseloads and should see to it that proper 
psychiatric treatment is given by an agency 
which has that primary responsibility. 


APPLICATION OF THESE PRINCIPLES 


When we begin to think about the applica- 
tion of these principles, the overwhelming 
need for an integrated system of discovery 
and identification of ambulatory clinical 
treatment, of nursing home care, of hospital- 
care stares us starkly and immediately in 
the face. A system integrated at the com- 
munity level as between those agencies 
whose primary role should be the discovery, 
identification, screening and referral of sus- 
pected cases of severe actual or potential 
mental illness and those agencies whose role 
should be clinical treatment, inpatient 
treatment or nursing home care; integrated 
as between the state and local levels so that 
cases will flow into the state hospitals only 
after maximum use has been made of local 
treatment resources and with the assurance 
that maximum use will be made of the hos- 
pitals to facilitate discharge. 

At this point in time we are indubitably 
a far cry from the achievement of such an 
integrated system. The historic roots and 
concepts out of which has grown the com- 
plex pattern through which we deal with 
mental illness, symptomatic evidence of dis- 
ordered behavior, emotional unbalance and 
social maladjustment practically speaking 
could not lend itself less to coherent inte- 
grated planning and administration. Even 
at this point in time, however, surely no 
harm can come from trying to stake our 
broad planning goals with such policy and 
organizational directives as seem relevant to 
their ultimate achievement. 

At the community level, it seems to us 
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that the first goal should be a clear design 
for dealing with psychotic or other cases of 
severe mental illness. In urban communi- 
ties, depending on their size, this should 
require: 


1. An outpatient clinic or clinics for adults 
and children under public or combined 
public and private auspices. Intake to this 
clinic, or these clinics, should be limited to 
ambulatory cases of such diagnosed severity 
with respect to harmful influence upon the 
individual, his family or the community as 
to require medical treatment and supervi- 
sion. The type of psychiatric team required 
to staff such a diagnostic and treatment 
clinic is well established and understood. 

This clinic or these clinics should not ac- 
cept cases in which the problem is primarily 
one of social maladjustment or symptomatic 
behavior that can or should be handled as 
well or better by adjustment agencies pri- 
marily using social casework personnel. 
The “should be” part of that phase is of 
practical importance. Social casework no 
less than psychiatric personnel is in short 
supply. But our experience makes us cer- 
tain that no good comes from a well-staffed 
psychiatric clinic’s handling general adjust- 
ment problems simply because no adjust- 
ment agencies are well equipped to do so. 
That simply compounds confusion and 
leaves the community with neither job done 
well. 


2. There should be inpatient resources in 
connection with the community's general 
hospitals. These should be used for cases 
susceptible to improvement and discharge 
under supervision after relatively short-time 
care. 

Obviously these inpatient services and 
the clinical or outpatient services ought to 
be closely integrated. This does not neces- 
sarily mean that the clinic should be set up 
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as an outpatient department of a hospital; 
many practical circumstances must be taken 
into account in settling that issue. 


3. Psychiatric consultation and in-service 
training facilities should be provided to the 
community's adjustment services. This 
might be provided by the psychiatric clinic 
or outpatient service. Our experience, 
however, suggests that consultation often 
leads to the development of pseudo-treat- 
ment functions. As stated earlier, clarifica- 
tion of primary community functions should 
always precede the use of consultation. 
Only then can the latter become a plus. 


4, This leaves one area of service about 
which there is now considerable confusion. 
In larger urban and suburban communities 
there is a growing demand for ‘“consulta- 
tion,” “advice” or “counseling” about a 
reat variety of personal, child-rearing and 
family problems. This stems mainly from 
families in the middle and upper economic, 
educational and social brackets. A good deal 
of this business now goes to child guidance 
clinics, some to family casework agencies. 
Much of the actual or potential demand 
undoubtedly is unmet. 

While such a flow of cases may result in 
some identification of actual or potentially 
severe mental illness, “counseling” or “con- 


' sultation” does not require expensively or- 


ganized clinical service. The present de- 
mand for such service comes mainly from 
people who can afford to pay for it. From 
the standpoint of the assignment given to 
me in this paper, the main issue here would 
seem to be how to organize local services to 
meet this need so that they will not drain 
off tax money and skilled personnel needed 
to concentrate on the job of controlling 
and preventing the development of cases of 


severe pathology to a point requiring hos- 
Pitalization. 


| 


These three or perhaps four types of de- 
sirable community resources have been de- 
veloped primarily for urban communities. 
The chief difference in planning for rural 
counties relates to the question of how to 
provide ambulatory clinic or outpatient 
service. This raises questions of size, vol- 
ume, structure and financing, which are well 
beyond the province of this paper. 

If these be the broad goals of an inte- 
grated plan of control and prevention to- 
ward which to work at the community level, 
what are the corresponding goals at the 
state level? It would seem to be logical: 


That state authority and use of funds 
for all inpatient and community mental 
health programs be guided by a single over- 
all policy; that the continuity of treatment 
and care in the community, in the hospital 
and again on return to the community is 
planned to give the patient the benefit of 
the fullest possible use of all community 
resources, 


That prior to admission to a state hos- 
pital, a comprehensive psychiatric and so- 
Cial diagnosis of the patient be made to 
determine, where possible, the use of com- 
munity rather than mental hospital treat- 
ment and care. 


That in planning for return of hospital 
Patients to the community, state-appropri- 
ated community mental health funds be as- 
signed a priority of use for continued treat- 
ment and care where needed. 


That adjustment services in public wel- 
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fare, in the judicial and school system be 
used for two purposes: 1) to identify and 
properly refer cases of serious pathology; 
2) wherever appropriate, to assist in keep- 
ing the patient out of the hospital or to 
provide needed service to him after he 
leaves the hospital. 


In summary, to constructively control the 
need for mental hospital care requires an 
integrated plan with clearly conceived re- 
sources and functions at both the local and 
state level. Its potential contribution will 
depend in no small measure upon the de- 
gree of responsibility and clarity with which 
each unit performs its unique job. The 
alternative is confusion, overlapping func- 
tions, problems of administration and ac- 
countability—not to mention the disservice 
and frustration of which the patient be- 
comes the victim. A key result of the con- 
structive use of this mental health frame- 
work should be a far more purposeful flow 
of needs and problems to the right service 
at the right time—not too late and not too 
soon. 

Finally, there is a strategic concept which 
underlies these considerations. Only the 
Governors and their chief administrative 
aides encompass the scope and authority 
related to the majority of these problems: 
state mental institutions, outpatient serv- 
ices (state operated or subsidized), correc- 
tional and state institutions for the men- 
tally retarded, probation, parole, public 
health and public welfare and such adjust- 
ment services as the state possesses among 
its many departments concerned with health 
and welfare. 
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PSYCHOLOGICAL DISORDER 
AND CRIME 


By W. Lindesay Neustatter 
New York, Philosophical Library, 1957. 248 pp. 


Dr. Neustatter, a British psychiatrist, writes 
about psychiatric illness and crime from 
several points of view for the benefit of mag- 
istrates and other officials who are responsi- 
ble for the management of criminals. Two 
chapters deal with the role of psychiatrists 
in court and clarify some popular fallacies 
about automatic behavior, objectivity, cul- 
pability and responsibility. Differing con- 
cepts of guilt and insanity are discussed. 
Twelve chapters are devoted to systematic 
presentation of classical psychopathologic 
entities such as schizophrenia, depression, 
mental deficiency and alcoholism, including 
various treatments for these conditions. The 
author tells about his experiences with mur- 
derers, thieves and juvenile delinquents. In 
the concluding chapter he compares the 
merits and detriments of treatment with 
those of punishment. The appendix con- 
tains brief communications on problems of 
crime by three English psychiatrists. Sixty- 
three references are cited in the book. 

Dr. Neustatter believes that punishment 
—or the threat of it—deters criminal be- 
havior in those individuals who have a con- 
scious motive and expect to gain from their 
deliberate acts. Psychiatry, he feels, plays 
an important role in elucidating causes of 
crime and dealing with the “abnormal of- 
fender’’—the victim of mental illness. Rec- 
ognizing that these cases are in the minority, 
Dr. Neustatter modestly admits the limita- 
tions of psychiatry. In an interesting and 
straightforward fashion he urges the reader 
to recognize that crime is a community 
problem which must be viewed from a wide 
perspective. He traces a current increase 
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in juvenile delinquency to socio-economic 
changes and the deterioration of discipline 
in the home. The author recommends a 
firm, consistent approach to concrete issues 
in the lives of juvenile offenders, plus non- 
violent punishment and psychotherapy. 

Some of the treatments mentioned in this 
book are obsolescent: chlorpromazine and 
other new drugs have largely supplanted in- 
sulin coma in the treatment of schizo- 
phrenia. Benzedrine and stilbesterol are not 
widely recognized in the treatment of psy- 
chopaths. Few American physicians would 
share Dr. Neustatter’s enthusiasm for female 
sex hormone in the treatment of sexual per- 
version. The author's discussion of group 
therapy is too brief and suffers from an 
overly personal evaluation. 

This book may be of interest to those in 
criminology who have no medical training. 
—Peter F. Ostwatp, M.D., University of 
California Medical Center. 


DYNAMICS OF PSYCHOTHERAPY, 
VOLUME II, PROCESS 


By Percival M. Symonds, Ph.D. 
New York, Grune & Stratton, 1957. 


This volume, the second of three devoted 
to the dynamics of psychotherapy, is con- 
cerned mainly with transference, resistance, 
abreaction, insight and identification. The 
volume has some merit in that it reflects a 
sincere effort to bring together in a series 
many experiences, essentially in the “eclec- 
tic” sense, borrowing unusually heavily from 
psychoanalysis. Attempts to include other 
ideologies did not impress the reviewer as 
particularly helpful or clarifying. Some 
things discussed seemed very oversimplified 


while some preserve a great deal of sophisti- 
cation. 
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The view that the principal dynamic 
agent in psychotherapy is abreaction may 
leave some psychotherapists concerned, espe- 
cially those experienced in the persistent use 
of such processes as free association and non- 
authoritative participation, which enable 
two processes to appear in the patient, 
namely remembering and reliving—perhaps 
the more significant dynamics of therapy. 
Reliving is not the same thing as abreaction, 
and perhaps there is more difference in 
formulation here than a semantic one. All 
this in successful cases means something 
more than a mere verbal autobiographical 
reconstruction and/or abreaction. The ob- 
servation that there results a certain inner 
conviction and realignment of values which 
are potent for constructive change cannot 
be minimized. The author agrees that abre- 
action in itself does not lead to full thera- 
peutic gain unless it is accompanied by an 
inner realization of forces, which he dis- 
cusses as insight. 

The comparison of therapist and teacher 
in the use of transference is of some inter- 
€st—a timely subject worth considerable re- 
flection and formulation. 

Certainly the volume brings together im- 
portant issues of process. The reader may 
have considerable difficulty, however, in dif- 
ferentiating the oversimplified from that 
which betrays a great deal of sophistication; 
the novice as well as the experienced may 
find himself somewhat unhappy—Etvn V. 
Semrap, M.D., Massachusetts Mental Health 
Center. 


MODERN ISSUES IN GUIDANCE 

By Ruth Barry and Beverly Wolf 

New York, Teachers College, 1957. 234 pp. 
Mental health receives considerable atten- 


tion in Barry and Wolf's recent book on 
guidance. The ideas of guidance-personnel 
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work, they maintain, “were part of the hu- 
manitarian spirit reflected in the efforts of 
Clifford Beers and Adolf Meyer to foster the 
study of mental hygiene and to improve the 
care of the mentally ill.” 

Discussing current issues they say: “Many 
of the groups interested in psychology, men- 
tal health, juvenile delinquency and psycho- 
logical counseling are urging guidance- 
personnel workers to give greater attention 
to the psychological problems of students.” 
—W. Carson Ryan, Chapel Hill. 


INSIGHT: A STUDY 
OF HUMAN UNDERSTANDING 


By Bernard J. F. Lonergan, S.J. 
New York, Philosophical Library, 1957. 785 pp. 


This profound scholarly book by a professor 
of dogmatic theology at the Gregorian Uni- 
versity in Rome aims to convey an insight 
into insight and oversight, an understanding 
of human understanding, a knowledge of 
knowledge and hopes to arrive at a clear and 
distinct idea of clear and distinct ideas. It 
is a study of human understanding, it un- 
folds the philosophic implication of under- 
standing, and it is a campaign against the 
flight from understanding. All of which 
goes to show that the work is of a highly 
philosophic nature. 

The author draws upon the thoughts of 
the philosophia perennis and of “the no less 
perennial counter-philosophies,” but also 
upon the theories of contemporary mathe- 
matics and physics, statistical methods, and 
psychological and sociological research, In 
fact, his aim is to restate a large area of 
scholastic metaphysics in modern terms. 

In so doing, Fr. Lonergan discusses not 
only the philosophical concepts of being, 
truth, analogy, freedom of will, transcend- 
ence, God and ethical concepts, but also 
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such mathematical, statistical and physical 
concepts as differential equation, invariance, 
positive integers, correlation, probability, 
indeterminacy, isomorphism, verification, 
relativity. He examines the ideas of New- 
ton, Galileo, Darwin, Euclid, Einstein, 
Heisenberg, Aristotle, Plato, St. Augustine, 
Descartes, Kant, St. Thomas, Scotus, Kierke- 
gaard, Freud, Jung and several others. 

The structure of the book is very logical 
and very orderly, almost painstakingly so. 
In discussing a topic, the author enumerates 
point after point in this fashion: first, sec- 
ondly, thirdly . . . sometimes as high as 
“tenthly.” Although this orderly manner of 
treating the subject may sometimes seem a 
trifle monotonous, it certainly makes for 
clarity. The clarity is further enhanced by 
the fact that the author generally gives a 
preview of what he is going to discuss and 
ends the discussion with a summary. 

After exploring practically every facet of 
human understanding, the author reaches 
the boundary where understanding ends 
and the search for faith begins. The fol- 
lowing words which, at the end of the book, 
are addressed to the long-suffering reader 
summarize the work: “If I have written as a 
humanist, as one dominated by the desire 
not only to understand but also, through 
understanding, to reach a grasp of the main 
lines of all there is to be understood, still 
the very shape of things as they are has com- 
pelled me to end with a question at once 
too basic and too detailed to admit a brief 
answer. The self-appropriation of one’s 
own intellectual and rational self-conscious- 
ness begins as cognitional theory, expands 
into a metaphysics and an ethics, mounts 
to a conception and affirmation of God, only 
to be confronted with a problem of evil that 
demands the transformation of self-reliant 
intelligence into an intellectus quaerens 
fidem.” 

What practical good can come of this 
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book?—the author himself asks. His answer 
is that insight is the source not only of 
theoretical knowledge, but also of its prac- 
tical applications, and that oversight is the 
cause of unintelligent, impractical and blun- 
dering behavior, and that therefore “insight 
into both insight and oversight is the very 
key to practicality.” 

The present reviewer regards this book 
as a truly outstanding, albeit difficult, work, 
but he confesses that after struggling 
through these 800 pages on understanding 
he feels not quite able to understand the 
enigmatic figure on the jacket of the book 
which looks like a child’s finger-painting.— 
Fr. James VAN DER VELDT, O.F.M., Catholic 
University of America. 


SUGGESTIVE THERAPEUTICS; 
A TREATISE ON THE 
NATURE AND USES OF HYPNOTISM 


By H. Bernheim 


Westport, Conn., Associated Booksellers, 1957. 420 
pp. 


“No: hypnotic sleep is not a pathologic 
sleep. The hypnotic condition is not a 
neurosis analogous to hysteria.” After this 
prefatory caution, obviously directed to his 
more gullible colleagues at the Salpetriere 
and elsewhere, Bernheim, in this truly re- 
markable revision of his earlier (1884) work, 
discusses the techniques, phenomena, so- 
matic influences and limitations (“hypno- 
tism cannot replace chloroform”), historical 
evolution, therapeutic usefulness and moral 
and cultural implications of hypnotism. 
And all this is presented with such clarity of 
thought, medical discernment and deep in- 
sight into the human condition and its vari- 
ous transferential aspects (“its a wise hypno- 
tist that knows who is hypnotizing whom”) 
that the reader cannot help but regret that 


so many modern practitioners in the field 
have neglected the wisdoms of Bernheim 
and Lebault available to them for seventy 
_ years. It is to be hoped that the re-publica- 
tion of this work in an excellent English 
translation will make this neglect inexcus- 
able.—JuLrs H. MasserMAn, M.D., Chicago. 


ROLE RELATIONS IN THE 

MENTAL HEALTH PROFESSIONS 

By Alvin Zander, Arthur R. Cohen 

and Ezra Stotland 

Ann Arbor, Research Center for Group Dynamics, 


Institute for Social Research, University of Michi- 
gan, 1957. 211 pp. 


This book is an interesting new approach 
to an old problem. From the beginning of 
team collaboration in the earliest com- 
munity psychiatric clinics for children our 
development has been marked by recurrent 
crises in the relationships of the affiliated 
Professions. Initially it was assumed that 
Most problems would arise because of the 
different language used for professional 
communications as well as the different 
Points of view. It would seem that the more 
People in different professions became de- 
pendent upon each other’s effort, the more 
Prone to distortion collaborative efforts 
were likely to be. Prestige strivings and 
Problems of power distribution became an 
identifying feature of the “clinical team.” 

As mentioned by the authors, the postwar 
Period was marked by a tremendous expan- 
Sion in the use of the clinical team. During 
this period, the authors tell us, some 50 
articles were published about the scope of 
Tole and the difficulties which affect collab- 
Oration. 

Recognizing the mounting importance of 
the collaborative problem, the authors, who 
are associated with the Research Center for 
Group Dynamics of the Institute for Social 
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Research of the University of Michigan, be- 
gan a refreshing new approach to the study 
of the problem. The research design fol- 
lowed the general lines of attitude and 
opinion studies. The questions asked in 
the study reflect a very high level of skill. 
The precise findings of the study are too 
many and varied to be reviewed in detail. 
It can be said, however, that the authors 
have contributed statistical validation to 
many generally held opinions in the clinical 
field and have brought to light many aspects 
of the problem. 

The research design established rating 
scales by which it was possible to quantify 
attitudes of each of the professions toward. 
the other. Data were obtained which de- 
scribed favorable and unfavorable attitudes 
for collaboration. As might have been 
imagined, the center of power in the clinic 
team was generally perceived as the psychi- 
atrist. Detailed studies were made of many 
different combinations of relationship as a 
way of establishing a general profile of the 
combinations favorable and unfavorable to 
collaboration. 

This book is recommended reading for all 
psychologists, psychiatrists and social work- 
ers. The pattern of study would be equally 
applicable to the collaboration of profes- 
sions in a hospital. The sole criticism of 
the reviewer is that the authors failed to 
study attitudes within a single institution 
and contrast these with those of the entire 
group.—Joun A. Ross, M.D., Philadelphia 
Child Guidance Clinic. 


PROBLEMS OF 

HUMAN ADJUSTMENT 

By Lynde C. Steckle, Ph.D. 

New York, Harper & Brothers, 1957. 419 pp. 
This is a most readable and knowledgeable 
book. Those adults, professional and non- 
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professional, who are interested in the sub- 
ject of the nature of human beings, healthy 
and non-healthy interpersonal relationships 
and adjustments to environmental situa- 
tions will be amply rewarded by the views 
of the author. It is not a textbook of psy- 
chiatry, but it is a textbook for effective and 
productive everyday mental health living. 

Dr. Steckle’s style is agreeable in that he 
appears to be speaking with you in the 
same room. He writes his opinions bluntly 
and plainly. To lay the book down at bed- 
time is a real chore. The quotations from 
the world’s literature heading up each chap- 
ter are pertinent and thought-provoking. 
The cartoons and the case illustrations add 
much point to his remarks. The author has 
had a rich experience in both the academic 
and industrial psychologic areas. This 
qualifies him for the task at hand. 

Following a brief but excellent introduc- 
tion he takes us through the following chap- 
ters: Man the Animal, Emotional Living, 
Mind—Body, Realistic Living, The Road to 
Neurosis, The Main Problems of Life, San- 
ity in Sex, Courtship and Marriage, Happi- 
ness in Work, The Search for God, Matur- 
ity in Old Age, and A Realistic Outlook on 
Life. 

He explains artfully the functions of the 
old and the new brain, the emotional needs 
of the caveman and the threats to his ex- 
istence. He then compares them to our 
needs and the threats to our existence in 
our culture. For us to live together in 
groups, he stresses the constant necessity 
for us human beings to suppress the ever 
insistent I-ness in all of us and to develop 
a high degree of you-ness. One chapter 
touches on the close coordination of mind 
and body and reviews the major psycho- 
somatic disorders. 

In “The Road to Neurosis” he remarks 
on the necessity of the child’s learning in- 
dependence at an early age and becoming 
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objective in his handling of life’s problems. 
He describes the various neuroses in under- 
standable lay language. 

He presents the main problems of life as 
revolving around sex, marriage, religion, 
vocation and old age. As he says, “From 
these, we have no escape.” He draws 
heavily on contemporary psychology, psy- 
chiatry, sociology, anthropology, religion 
and general literature. Dunlop's ten ques- 
tions on prediction of marital behavior are 
presented. Eight of these background fac- 
tors are determined by the adult's early ex- 
periences in his home. Time and time 
again throughout the book the author 
stresses the importance of early childhood 
training. He also mentions the dominant 
tole played by intelligence, rationality, ob- 
jectivity and understanding for healthy 
adult adjustment. 

The chapter on happiness in work deals 
mostly with proper job selection, suitable 
work goals, developing healthy habits of 
work and effective personality traits. He is 
critical of the role of the school and the 
community in preparing our youth for busi- 
ness and professional careers. He quotes 
Tolstoi as saying that “Man’s happiness lies 
in Life, and Life lies in labor.” I wish the 
author had spent more time in discussing 
the problems of adjustment on the job. As 
we say, there are three factors in job mal- 
adjustment: (1) the employee himself, (2) 
the employee’s reaction to his environ- 
ment, and (3) the supervisor himself. Of- 
the-job problems spill over into the job and 
affect the employee’s functioning and pro- 
ductive capacity. The reverse is true too. 

‘The chapter on the search for God allows 
Dr. Steckle to delineate his own views on 
where the church has fallen down in help- 
ing human beings to adjust to today's prob- 
lems. Standing pat with dogmatisms of the 
past, and insisting on dealing with what 
people should be, is missing the mark. 


Man should be accepted for what he is, 
and the church should proceed from that 
point. The chapter is stimulating, though 
there may be those who will disagree. 

The suggestions for a richer older life 
should help all of us. 

His final chapter contains nine principles 
for balanced living and an ethical code for 
living. 

The book is a fine addition to the library 
of presentations surrounding the problem 
of how to live effectively and happily.— 
Rate T. Couns, M.D., Eastman Kodak 
Company, Rochester, N. Y. 


REFLECTIONS ON HANGING 


By Arthur Koestler 
New York, Macmillan Co., 1957. 231 pp. 


During the civil war in Spain, Arthur 
Koestler spent three months under sentence 
of death as a suspected spy, witnessing the 
execution of fellow prisoners and having 
every reason to expect his own. Writing 
this book in England twenty years later, he 
Says in the preface, “These three months 
left me with a vested interest in capital 
punishment—rather like ‘halfhanged 
Smith,’ who was cut down after fifteen min- 
utes and lived on. Each time a man’s or a 
woman’s neck is broken in this peaceful 
country, memory starts to fester like a badly 
healed wound.” 

The feeling with which he has written is 
deep feeling, not superficial sentimentality; 
although he has put his “heart and spleen” 
into the book, he has documented his argu- 
ments painstakingly from 17th and 18th 
century records, parliamentary debates from 
1808 to the present, the monumental report 
of the Royal Commission on Capital Punish- 
Ment of 1948-53, and the reports of the 

arliamentary Select Committees and Royal 
Ommissions of 1819, 1866 and 1929-30. 


Reflections on Hanging is, in short, ni 
a stirring and persuasive book but 
one, written by a man with an established 
Teputation as an author. š i 
Koestler knows well how to let 
scratchy quills of 18th and 19th cent 
scribes speak more eloquently in supp 
of his arguments than even his “incande 
cent pen” can write, Accounts of the days 


Queen Victoria’s ascent to the throne in 
1837, have a horrible timelessness that will 
make them quotable whenever and where- 
ever a parliament or a legislature debates 
the death penalty. Vise 
Under the “Bloody Code” there were 
more than 220 capital offenses, and the list — 
included the most trivial offenses. “Hang: 
ing days” were the equivalent of national ‘ 
holidays. Obscene and drunken crowds: 
gathered around the gallows, and indulged 
in “outbursts of a collective madness.” Tn) 
1807 a crowd of 40,000 became so crazed 
at an execution that nearly a hundred dead 
and dying were lying in the street when 
the show was over. i + 
In 1801 a boy of 13 was publicly hanged 
for stealing a spoon; in 1808 a girl aged. 
7 and in 1831 a boy of 9 were hanged pub- 
licly, one assumes because of “the infinite 
danger of its going abroad into the world 
that a Child might commit such a crime 
with impunity.” This quotation 3s from } 
the reasons given by a judge in 1800 for re- 
fusing commutation of sentence toa boy of 
10 sentenced to death for “secreting notes” 
at the Chelmsford Post Office. Ves 
There is no lack of contemporary ma- 
terial in the book: discussions of recent, 
capital cases, thoughtful comments On the 
report of the 1949-53 Royal Commission y 
summary of the experience of foreign coun: 
tries and American states that have ' a 
ished the death penalty, and a brief note | 
on each of the 85 men and women execu ; 


in England, Scotland and Wales during the 
5-year period 1949-53, with general conclu- 
sions on the cases as a whole. 

The afterword by Sydney Silverman, 
M.P., traces the history of previous attempts 
to abolish the death penalty or to declare 
a 5-year moratorium, the passage in 1956 
by the House of Commons of the abolition 
bill which Silverman introduced, its final 
defeat by the House of Lords, and the sub- 
sequent passage of the government’s com- 
promise bill. 

To the readers of this journal the chapter 
on the M’Naghten Rules, which Koestler 
calls “the precedent without precedent,” 
will prove particularly interesting, as will 
the notes and conclusions on the 85 exe- 
cuted persons referred to above. 

The following illuminating statistics are 
included in the conclusions: “The total 
number of murderers known to or suspected 
by the police in 1949-53 (England and 
Wales only) was 554. Of these, 186, i.e., 
34% of the total, committed suicide. A 
further 149 were found insane on arraign- 
ment, unfit to plead, guilty but insane, or 
certified insane after conviction, accounting 
for another 28%. Among those who were 
actually executed, about 50% had a psychi- 
atric history of one kind or another.” The 
notes on the Rivett case in 1950 (pages 
183-84) should cause many a raised eye- 
brow among American psychiatrists. 

A Conservative M.P. who recently visited 
America expressed the opinion to this re- 
viewer that capital punishment will be 
abolished in England within three years, 
If that happens, no person and no book in 
this generation will have played a more 
powerful role in bringing about this action, 
of deep significance for the whole world 
and especially for the United States, than 
Arthur Koestler and his Reflections on 
Hanging.—Austin MacCormick, University 
of California School of Criminology. 
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EPILEPSY, GRAND MAL, 
PETIT MAL CONVULSIONS 


By Letitia Fairfield 
New York, Philosophical Library, 1957. 159 pp. 


In a small book of 159 pages the author, a 
British physician, has summarized present- 
day knowledge of the medical and social 
aspects of epilepsy in a clear, concise and 
very useful fashion. Beginning with a short 
historical account of the disorder Dr. Fair- 
field goes on to give a description of the 
different types of attacks, considers differ- 
ential diagnosis and points up the value of 
such diagnostic tools as the electroencephal- 
ograph. 

There is a brief but very lucid account 
of the possible causes of epilepsy. The sec- 
ond chapter is devoted to treatment. The 
value of drug therapy is emphasized and 
there is a description of the various anti- 
convulsant agents. The value and limita- 
tions of surgery are indicated and there are 
some comments on the place of diet in the 
treatment of epilepsy. 

Considerable space is devoted to the prac- 
tical management of the epileptic child and 
it is here that the experience and good 
common sense of the author are most evi- 
dent. The many problems of the child 
with seizures in the home and in school are 
discussed in detail and suggestions are made 
as to their solution. The remainder of the 
book deals with the adult epileptic and his 
many social and psychological problems. 
There is an appendix which includes a list 
of questions most commonly asked by pa 
tients developing epileptic symptoms and 
the author’s answers to these questions. 

This admirable little book offers a great — 
deal of useful information about epilepsy, 
and the author has skilfully avoided making 
the subject matter either too grim or to? 
technical. Some parts of the book com 


cerned with colonies for epileptics, social 
agencies and the law in Great Britain are 
of no particular value to the American 
reader but they do indicate how one coun- 
try is attempting to handle a difficult prob- 
lem. There is a minor error as to the date 
of the first use of tridione in petit mal but 
this does not detract from an otherwise ex- 
cellent chapter on treatment. 

This book compares very favorably with 
the other two texts available for the gen- 
eral public in this country. Physicians, par- 
ticularly pediatricians, and social workers 
» will find it an informative book not only for 
themselves but also for their patients— 
Swney Carter, M.D., Presbyterian Hos- 
pital, New York City. 


CLUES TO SUICIDE 


By Edwin S. Shneidman, Ph.D., 
and Norman L. Barberow, eds. 


New York, McGraw-Hill Book Co., 1957. 227 pp. 


|. This research study is only a beginning of 
a long-range study but is, nonetheless, an 
Important contribution to a neglected area. 
(It reveals, for example, that about 16,000 
people take their own lives each year, a 
number greater than that of those mur- 
dered.) A group of investigators and clini- 
Clans have collaborated to produce a study 
of suicide with a wide scope. Included are 
theoretical and experimental considerations 
as well as the various clinical problems that 
challenge the psychiatrist in outpatient and 
5 ospital treatment of patients of all ages, 
tom children to the aged. The material 
consists of psychiatric case histories, psy- 
chologic test results and suicide notes, cov- 
‘ting a 10-year period in Los Angeles 
County. 
The authors searched in their data for 
hints that might lead to the clinical suspi- 
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cion and prevention of a suicidal act. The 
interim findings of Dr. Shneidman and Dr. 
Barberow point up that three-fourths of the 
subjects who committed suicide had previ- 
ously threatened or attempted to take their 
own lives. Obviously, the “next suicidal 
gesture may be the final one.” Of special 
caution to the clinician is that “almost half 
of the individuals who committed suicide 
did so within three months of having passed 
an emotional crisis and after they seemed 
to be on the way to recovery.” 

Although some 721 suicidal notes were 
studied, from 1944 to 1953, only 15% of the 
suicides in Los Angeles County left notes. 
Nonetheless, the findings suggest that “the 
person about to take his own life includes 
orders and admonitions, as though he had 
reached a final decision in solving his prob- 
lems but is confused and contradictory 
about whether he will continue to be 
around.” Also, it is suggested “that the 
person who threatens suicide seems to be 
more emotionally disturbed than the per- 
son who attempts suicide” on the basis of 
comparisons of available psychologic tests 
administered by various psychologists. Cer- 
tainly more data and further evaluation 
will be forthcoming. 

Considerations as to the theory and psy- 
chology of suicide, the sociology of suicide, 
the approach of the law to the problem, 
and many aspects of management and ther- 
apy are included. All the contributors 
write well, make their points with restraint; 
while one may take issue here and there, 
the content is stimulating, thought-provok- 
ing, valuable and extremely interesting. 

It is a sad fact that doctors do not, on the 
whole, seem to feel the same deep concern 
for suicide as for medical and surgical fatal- 
ities. Depressive reactions may be masked 
in physical symptoms and often are a diag- 
nostic problem. This book underlines the 
obvious reminder to diagnose carefully, 


585 


treat effectively and follow up after all 
seems well, especially where suicide was a 
threat, preoccupation or an attempt. 

Clues to Suicide is a significant contribu- 
tion, and there will be more from these 
workers. Psychiatrists and those in allied 
disciplines should be thoroughly acquainted 
with this book. I cannot say better than 
Karl Menninger does in his foreword, “For 
those devoted to the diminution of that 
misery as a professional responsibility, this 
book is an assurance and a help.”—JosEPH 
D. Tricuer, M.D., Child Guidance Clinic 
of Los Angeles. 


GROWTH, TEACHING, 
AND LEARNING 


By H. H. Remmers, Harry N. Rivlin, 
David G. Ryans and Einar R. Ryden, eds. 


New York, Harper & Brothers, 1957. 557 pp. 


This is a book of selected readings of 66. 
previously published articles dealing with 
child development, emotional development 
and mental hygiene, and measurement and 
research in educational psychology. 

The first part of the book, entitled “The 
Growing Child,” includes 26 short articles 
on a variety of subjects dealing with respon- 
sibility of children, the psychology of ado- 
lescence, measurement of mental systems, 
readiness for learning and a number of 
articles on learning, retardation, curriculum 
and role playing. Part II includes articles 
on emotional development and mental hy- 
giene. In this section a diverse group of 
articles reported on attitudes of teachers, 
laboratory type experiments, clinical ap- 
proaches, emotional reactions of individuals 
of different ages, and studies of motivation. 
Part III includes selected articles on meas- 
urement, testing of aptitudes, abilities, atti- 
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tudes, personality and interests, and the $ 
procedures in some types of research. 
The purpose of this book, according to | 
the authors, is to supply the student with — 
a variety of well-selected journal. articles 
from various sources, which cannot all be 
found expediently in an average library. It 
was believed by the authors that consistency 
of point of view, style or approach is not ® 
necessary, and that such an array of different 
articles will assist the student in learning 
how to think rather than what to think. 
The articles seem to be well selectéd. As + 
a whole, they present a variety of points of 
view. There is, however, little integration 
of the articles into some guiding unified 
point of view. The authors attempted to 
select adequate articles that could stand on 
their own when read in isolation but made 
no attempt to integrate the isolated facts 
and points of view. The book suffers from 
the lack of integration more than the usual 
book of readings on a specific topic. This | 
is inevitable in the field of educational psy- 
chology since the discipline itself covers f 
eclectically any and all areas of human be- | 
havior without reference to any overall 1- 
theory or model.—Samuet D. Kırg, Insti- 
tute for Research on Exceptional opido, ; 
University of Illinois. 


HOSPITAL TREATMENT 
OF ALCOHOLISM 


By Robert S. Wallerstein, M.D. 
and associates 


— 


3 


— 


New York, Basic Books, 1957. 212 pp. į 


A 
This volume is a Menninger Clinic mono- $ 
graph presenting in six clearly written and | i 
concisely composed chapters the experi- K 
mental data arising from literature review, 
patient selection, therapeutic methods and | 
discussion evaluation of four treatment, 


į methods in the management of alcoholism. 
The experimental design was well con- 
| ceived and methodically followed. There 
is an exhaustive bibliography which intro- 
duces the therapeutic methods. In addi- 
tion, much emphasis is wisely placed on 
patient type and selection, personality struc- 
f ture and behavioral patterns. 
The chapter on antabuse treatment writ- 
ten by Dr. G. M. Winship depicts a 2-year 
experiment with 47 male patients. This 
therapeutic group, though 50% improved, 
failed to bear out the major initial hypothe- 
sis that the patients selected would permit 
their exploitation by psychotherapeutic 
methods while participating in the experi- 
ment. The section shows, with examples 
and case studies, the type of reactions 
checked from the group with implied defini- 
tion of alcoholism as a symptom, and anta- 
buse as a device for creating periods of 
Sobriety and perhaps in some patients an 
amenability for psychotherapy. 

The chapter on conditional-reflex treat- 
ment by Dr. Donald W. Hammersley fol- 
lows the rather classical pattern of a study 
of the conditional experimental subject. 
Only 24% of the group showed any im- 
Provement and in general depicted a poor 
» ‘Teatnient group. 
| Group hypnotherapy is presented by Dr. 
B. Friend. The method is traced through 
the literature and presented with seven 
basic groups of suggestions used in varying 
combinations. This chapter presents ex- 
cellent case studies and further exemplifies 
the carefully executed study and refined re- 
Search technique of the author. 

Dr, Ellis A. Perlowicz’s presentation of 
milieu therapy is within the basic definition 
Of the control group with clear elements of 
all the aspects of hospitalization without 
SP€cific or directive manipulation or ther- 
“Py. Here again the case studies most 
clearly depict the experimental process, the 
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results and clues as to the therapeutic 
method. ae 

Each chapter's bibliography is a valuable - 
resource for further reading and study of 
this challenging subject, alcoholic addic- 
tion. The book’s emphasis on hospital 
management is well taken. Thesauthor’s 
admission of relationship of specific person- 
ality to therapeutic: method selected is in- 
deed an initial and positive contribution of 
the experimental study—Murray A. DIA- 
monn, M.D., U. S. Department of Health, 
Education and Welfare. 


ALCOHOLISM, BASIC ASPECTS 
AND TREATMENT 


By Harold E. Himwich, ed. 


Washington, American Association for the Advance- 
ment of Science, 1957. 220 pp. 


Dr. Harold E. Himwich is more than the 
editor of this volume. He was the moving 
force in shaping the symposium held under 
the auspices of the American Association 
for the Development of Science and the 
catalyst in the action of the American Psy- 
chiatric Association and the American Phys- 
iological Society which produced the papers 
now included in this important contribu- 
tion. The marriage of the APA and APS 
was a fortuitous one. It brought together 
“relatives” many of whom had such dis- 
parate interests that they viewed one an- 
other with varying degrees of apprehension 
and occasionally hostility. In the atmos- 
phere of the Atlanta symposium, however, 
they were capable of discussing their differ- 
ences with insight, intelligence and even 
compassion. 

Their discussions were of two broad or- 
ders: theoretical ones concerning the inter- 
actions between alcohol and the living 
organism and practical or applied ones in- 
volving the treatment of the disease-complex 
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called alcoholism which, in the absence of 
much needed research, continues to remain 
largely empirical and directed at symptoms 
rather than underlying causes. 

The contributors to the first or investiga- 
tive part of this monograph include a num- 
ber of well-known biochemists, physiolo- 
gists, experimental neurologists and applied 
biologists. The contributors to the clinical 
section are equally broad-spectrumed—in- 
cluding internists, neurologists, psychiatrists 
with both psychodynamic as well as psycho- 
pharmacologic orientations. 

Among the biochemists, Westerfeld and 
his group discuss the breakdown of alcohol 
in the mammalian body, Forbes and his 
group the effect of vitamin intake on ad- 
renal cholesterol in rats following acute in- 
toxication. These and related papers by 
the biochemists are sure to be well known 
to those who have followed their work over 
the years. 

Curt Richter, in a continuation of his 
behavioral studies on rats, reports on the 
loss of appetite for alcohol and alcoholic 
beverages after treatment with thyroid 
preparations. In the area of psychophysio- 
logic effects, Robert Grenell discusses the 
impact of the alcohol on the central nervous 
system and W. Horsley Gantt the effects on 
autonomic (sexual, secretory, cardiac) and 
somatic responses, 

The treatment section of this symposium 
consists of reports on acute alcoholic poison- 
ing, delirium tremens and the so-called 
tranquilizers. Interestingly enough, the 
psychodynamic point of view, though repre- 
sented, is not adequately presented in the 
opinion of this reviewer. 

For those unfamiliar with current re- 
search, methods of treatment and more doc- 
trinaire orientations on alcoholism, this 
symposium will be a useful accession— 
Josern Hisu, Albert Einstein College of 
Medicine. 
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A METHODOLOGICAL, PSYCHIATRIC 
AND STATISTICAL STUDY OF A 
LARGE SWEDISH RURAL 
POPULATION 


Acta Psychiatrica et Neurologica Scandi- 
navica Supplement 89 


By T. Larsson and T. Sjogren 
Copenhagen, E. Munksgaard, 1954. 250 pp. 


MORBUS ALZHEIMER AND MORBUS 
PICK: A GENETIC, CLINICAL AND 
PATHOANATOMICAL STUDY 


Acta Psychiatrica et Neurologica Scandi- 
navica Supplement 82 


By T. Sjégren, H. Sjégren and A. Lindgren 
Copenhagen, E. Munksgaard, 1952. 152 pp. 


OLIGOPHRENIA IN COMBINATION 
WITH CONGENITAL ICHTHYOSIS 
AND SPASTIC DISORDERS: A 
CLINICAL AND GENETIC STUDY 


Acta Psychiatrica et Neurologica Scandi- — 


navica Supplement 113 


By T. Sjögren and T. Larsson 
Copenhagen, E. Munksgaard, 1957. 112 pp. 


Although these three Caroline Institute 
(Stockholm) monographs differ in their sub- 
ject matter, they have been reviewed to- 
gether as outstanding examples of thorough 
and well-balanced population studies in the 
field of mental health. Combining modern 
techniques of genetic and demographic 
analysis with careful diagnostic procedures 
from clinical and pathological points of 
view, these investigations set admirable 
standards for similar work in other coun- 
tries. 


The first of these studies, the largest of 


the three and the broadest in scope, repre- 
sents an investigation of the prevalence of 
mental disorder in the general population. 
Its aims are “to study the age of onset and 
mortality for the various diseases, to calcu- 
late the morbidity risks for different diag- 
noses in the general population and to assess 
the need for institutional care.” A second 
part of the study, to follow, will “investi- 
gate the pedigrees of affected individuals 
and determine the morbidity risks for dif- 
ferent diagnoses in various categories of 
relatives of the diseased persons” to obtain 
basic data for reevaluating the genetic as- 
pects of mental disorders. 

Population studies of this kind are beset 
with many potential pitfalls, most of which 
have been avoided by the authors. They 
seem to have realized that with the descrip- 
tive science of demography and the biologi- 
cal discipline of human genetics meeting in 
the study of the dynamics and variable 
Stratifications of human populations, the 
changing composition of these groups and 
their various modes of interaction with 
physical and social surroundings depend on 
determining genetic principles. Inmarriage 
and assortative mating patterns, formation 
and breakup of genetic isolates, migration, 
8enetic drift and the effects of mutation and 
Selection are to be considered in such a pop- 
ulation study, to avoid the risk of forming 
misleading opinions as to basic causes. 
Whether a population consists of all in- 
habitants of an island, a province or a 
Neighborhood or of persons sharing a severe 
form of deprivation such as the deaf, demo- 
Sraphic surveys of mental illness and mental 
deficiency may cast light on the determi- 
nants of disordered behavior patterns and 
the intricate interaction of genetic and non- 
8enetic components, but only if they utilize 
advanced techniques in both genetics and 
demography, 
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The relative stability and homogeneity 
of the Swedish population and the detailed 
records available in that country favor the 
conduct of psychiatric family and popula- 
tion studies. In this “period investigation” 
of an area deemed to be typical of all 
Swedish people, the population studied 
consists of the inhabitants of two large and 
several small islands (designated A:bo and 
B:bo) located near the west coast of the 
Swedish mainland, It comprises altogether 
about 25,000 persons with 1,312 cases of 
psychosis, severe psychopathy, low-grade 
oligophrenia and suicide, registered within 
a period of 45 years (1900-44). 

Of the elaborate census data obtained, 
only the first part was presented by the in- 
vestigators in 1954. The published account 
includes a discussion of the methodology; 
evidence for the homogeneity and represent- 
ativeness of the population investigated; 
clinical and statistical data on psychiatric 
disorders as obtained from official records 
of registration; estimates of the various mor- 
bidity risk figures for the general popula- 
tion, and comparative parental consanguin- 
ity statistics. The second part will deal with 
an analysis of morbidity rates for siblings 
and parents of psychotic, psychopathic and 
mentally defective index cases. The statisti- 
cal methods used in compiling morbidity 
risk data are clearly described and should 
be studied by every demographic worker, 

Of the 763 psychotic individuals whose 
clinical histories have been included in this 
report, 34.2% are classified as schizophrenic; 
18.1% as manic-depressive; 33% as senile, 
presenile or otherwise psychotic, and 14.7%, 
as undiagnosed. The total group of psy- 
choses is distinguished by an excess of fe- 
males (54.7%) as well as of cases falling into 
the categories of both schizophrenia and 
low-grade deficiency (10%). The general 
mean risk figure for schizophrenia is 1.6% 
for each sex; for manic-depressive psychosis 
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.9% for men and 1.2% for women, and for 
involutional (presenile) psychosis .7% and 
1.0% respectively. The total suicide risk is 
estimated at 2.67% for men and .57% for 
women. The rates for psychopathic per- 
sonality are extremely low (.35% for men, 
.2% for women). 

The series of 320 cases classified as low- 
grade deficiency (below IQ 55) reveals an 
excess of males (62.2%); general risk figures 
of 1% (male) and .75% (female), and a 
statistically significant increase from 2.6% 
(native population) to 4.3% (matings be- 
tween first cousins) in the parental con- 
sanguinity rate. The last figure rises to 
8.2% if matings between “second cousins” 
are included. The corresponding figures 
for the parents of schizophrenics are 3.7% 
and 5.1% respectively. 

The tables indicating mean ages of onset 
and first hospitalization ‘provide data usu- 
ally difficult to obtain. In the schizophrenia 
group the mean age at onset is lower for 
men (28.0 years) than for women (31.8 
years), while the order is reversed in manic- 
depressive psychosis (42.4 and 40.4 years 
respectively). The corresponding figures 
for the subgroups of schizophrenia vary 
from 23 years for hebephrenics to 35 years 
for catatonics and to 46 years for paranoid 
cases. The mean difference between onset 
and hospitalization is four to five years. 

The high caliber of this study is illus- 
trated by the expert manner in which the 
possible roles of gene linkage, isolate effect 
and assortative mating patterns are dis- 
cussed with respect to the concurrence of 
psychosis and oligophrenia. The relation 
of selective migration to variations in mor- 
bidity risks in different areas and age 
groups is also more carefully considered 
than is usual in epidemiological studies. 

On the basis of the carefully estimated 
total number of mentally disordered per- 

sons in Sweden, the authors close with the 
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prediction that the need for psychiatric care 
will show a 1% annual increase in the 
period 1945-65. Although the validity of 
this estimate is limited to a rural population 
receiving psychiatric services of the kind 
characteristic of the period covered by this 
investigation, similarly thorough studies in 
other countries are necessary as a sound 
basis for mental health planning. 


The second monograph reviewed here pre- 
sents the findings of an equally painstaking 
investigation of two special types of pre- 
senile psychosis—Alzheimer’s and Pick’s dis- 
ease. The 80 index cases of either variety, 
22 men and 58 women, were collected from 
mental hospitals in Stockholm and Gothen- 
berg over a 15-year period and largely veri- 
fied by autopsy. 

According to T. Sjégren’s analysis of the 
family data, no definitive statement can be 
made regarding the given modes of inherit- 
ance. However, the hypothesis of a domi- 
nant gene altered in its expression by modi- 
fiers is considered more plausible in Pick’s 
disease, and of a polygenic mode of inherit- 
ance in Alzheimer’s disease. The morbidity 
rates for parents and sibs are higher in Pick 
(19.0 and 6.8%) than in Alzheimer families 
(10.0 and 3.8%). The theory of partial or 
complete sex-linkage is regarded as unsub- 
stantiated, despite the observed excess of 
female patients. 

Although the report includes detailed 
clinical and histopathological descriptions 
(with extensive macro—and microphoto- 
graphic material) by H. Sjégren and A. 
Lindgren respectively, the incidence of the 
two syndromes studied appears unusually 
high. It amounts to approximately 10% of 
all presenile and senile psychoses, and repre- 
sents an 0.1% morbidity risk for the total 
Swedish population. In view of the po- 
tential significance of these specific types of 
presenile brain atrophy for an understand- 


ing of ordinary aging processes, their rela- 
tively high frequency in Sweden indicates 
the need for further genetic studies based 
on statistically representative and clinically 
uniform samples, 


The third monograph deals with a rare 
syndrome, in which low-grade mental de- 
ficiency is associated with spastic paresis 
and a specific dermatosis. The clinical, 
genealogical and genetic-statistical parts of 
this study were conducted with so much 
determined thoroughness that the results 
constitute an impressive and often fascinat- 
ing piece of work. 

As is true for so many worthy discoveries 
in clinical genetics, the study began with 
the authors’ curiosity about some accident- 
ally observed cases, in this instance during 
an inspection of institutions for mental de- 
fectives in the North-Swedish county of 
Vasterbotten, Despite the subsequently es- 
tablished rareness of the syndrome (28 cases, 
14 alive at the time), careful analysis and 
registration of even the rarest genetic en- 
tities were considered important by the au- 
thors “from both theoretical and practical 
aspects, and not least in providing a basis 
for biochemical and serologic studies of the 
disturbances in the normal vital processes 
occasioned by detrimental genes, and hence 
for the understanding of these normal 
Processes,” 

Consequently, all ascertainable cases were 
Subjected to the strictest genealogical scru- 
any reaching back for six centuries. The 
clinical investigations of the living patients 
Included histologic examination of the skin, 
Muscle biopsy, electromyography, electro- 
€ncephalography, electroretinography, and 

tochemical and serological analysis. 

In all cases examined, the skin disease 
pecs to be specific; the mental deficiency 

Werade, with no signs of mongolism, 
cretinism, microcephaly or phenylpyruvic 
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disease; and the spastic disorder typical of 
Little’s disease, with no ataxia. Endocrine 
tests were normal, but a slowly progressing 
degeneration of the pigmented epithelium 
of the macula was revealed ophthalmologi- 
cally. 

The results of the careful and instruc- 
tively described genetic analysis pointed to 
a single-factor (autosomal, recessive) type of 
inheritance with complete penetrance, It 
seemed that “for a great majority of the 
patients the disease had its origin in a 
single gene mutation that was present in 
one heterozygote about 600 years ago.” 

As has recently been demonstrated by 
Geoffrey Dean’s porphyria studies in South 
Africa, painstaking genetic investigations of 
this kind may prove to be of practical and 
theoretical value far beyond all original ex- 
pectations. Furthermore, by serving as 
methodological models, they may have an 
inspiring effect on research workers in all 
medical fields, and provide important sup- 
plementary information for general popu- 
lation studies, broader in design but less 
specialized in nature—Joun D. RAINER, 
M.D., Department of Medical Genetics, 
New York State Psychiatric Institute, Co- 
lumbia University, 


PATTERNS OF ABNORMAL 
BEHAVIOR 


By Max L. Hutt and Robert Gwyn Gibby 
New York, Allyn and Bacon, 1957. 452 pp. 


This book is prepared for a specific al- 
though somewhat general purpose. The 
authors state that it is for a general educa- 
tion course, terminal in character, designed 
for students in diverse fields including psy- 
chology, education, pre-medicine, law, jour- 
nalism, sociology, mental hygiene and hos- 
pital administration. It further states that 
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the entire educated public needs to be 
familiar with the issues of mental health. 

With this in mind, the material fills a gap 
in the literature and should facilitate a 
clearer, better stated way of using normal 
developmental patterns as a frame of refer- 
ence from which deviant behavior may be 
examined and understood. The book is 
very readable and its organization is well 
planned to interest the reader in human 
growth and human relations throughout 
life. The language is for the most part 
clear and understandable although at times 
the authors do assume more knowledge on 
the part of the reader than probably actu- 
ally exists. 

Most of the explanations and the use of 
illustrations are extremely good. There are 
a number of places, however, where there is 
much less clarity. One of the examples of 
this is the chapter on defense mechanisms 
where the explanation of projection is 
clearly given and in such a way that any 
educated lay reader could understand it 
and where the explanation of introjection 
is scant and likely to leave the reader in 
some doubt as to what is meant by this 
term. This unevenness in dealing with the 
material in the book appears in a number 
of places and detracts from the value of this 
particular writing. 

In general, the material is presented in a 
fair, open-minded way with evidence of a 
great deal of thoughtfulness and good docu- 
mentation and with a valuable bibliog- 
raphy. In places where the book is slightly 
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weak in its explanations, well-chosen refer- 
ence to articles and other material in the 
bibliography can lead the reader to find 
clarity about the concepts in question. The 
inclusion of chapters on aging and team- 
work are extremely valuable in a book of 
this kind, since in each case they focus the 
reader on aspects of human growth and 
development and ways of understanding it 
which are to date seriously lacking. The 
chapters on psychotherapy both for children 
and adults are especially well written, with 
language that should lead to a much clearer, 
unbiased understanding of these ap- 
proaches. It properly stresses the kind of © 
training necessary to carry out psychother- 
apy adequately and it explains well the in- 
dividuals in our population for whom this 
would be of benefit; indirectly it adds a 
very clear implication that psychotherapy 
has much to contribute to the maintenance 
of good human adjustment as well as to the 
treatment of maladjustments of different 
kinds. 

On the whole, this is a book that this 
reviewer can recommend highly both to the 
readers for whom it is intended, and to the 
professional worker, no matter how well 
trained, as an encouragement for him to 
focus his thinking on the relationship of 
various personality theories to a normal 
human developmental frame of reference 
to the end of gaining better understanding 
of human behavior and human adjustment. 
—W. Mason Matuews, PH.D., Merrill- 
Palmer School, Detroit. 2 
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RESEARCH 


Additional evidence of a chemical abnor- 
mality in the central nervous system of 
schizophrenic patients has been reported by 
Dr. Samuel Bogoch of the Massachusetts 
Mental Health Center and the Harvard 
Medical School. He is conducting his re- 
search under a grant made by the Supreme 
Council, 33rd Degree Scottish Rite Free- 
masonry, Northern Masonic Jurisdiction, 
through the National Association for Men- 
tal Health. 

Dr. Bogoch reported to the Boston So- 
ciety of Psychiatry and Neurology that his 
Studies showed the cerebrospinal fluid of 
schizophrenic patients contained lower 
quantities of neuraminic acid than those 
normally present in non-schizophrenic 
adults, He cautioned, however, that the 
evidence so far does not permit any conclu- 
sions about the cause-and-effect significance 
of his finding. 


The Bank Street College of Education in 
New York City has received a $1,000,000 
grant from the National Institute of Mental 
Health to study the role of primary schools 
in building mental health. A 5-year re- 
Search program will investigate methods by 
which the schools may help normal children 
develop personalities best equipped to cope 
Productively with the demands of modern 
living. 


Research on the experience of student 
nurses in psychiatric hospital training is 
being conducted by the Connecticut State 
Department of Mental Health at Norwich 
State Hospital. 

In an attempt to discover what factors in 


the students’ backgrounds most significantly 
affect their adjustment to psychiatric train- 
ing, researchers are studying the differences 
in hospitals where the nurses-to-be received 
their training and their age, education, 
socio-economic status, intelligence, psycho- 
logical and achievement test results and 
their grades on state board examinations. 

The American Nurses’ Foundation is 
subsidizing the study with a grant of $8,400. 


* * * 


The California legislature has directed the 
state education department to make a study 
of problems relating to emotionally dis- 
turbed children in the public schools. Re- 
searchers will determine the criteria now 
used to identify these children, develop di- 
agnostic standards, evaluate the effective- 
ness of present school programs for the 
children, determine the relationship be- 
tween early identification of the children 
and their rehabilitation, and analyze the ad- 
ministrative and financial problems in the 
development and operation of successful 
programs for these children. 

A $68,000 appropriation has been au- 
thorized for the first year of the study, di- 
rected by Dr. Eli M. Bower, formerly men- 
tal hygiene consultant with the state 
education department. 


+ * * 


The Tennessee Department of Mental 
Health and the University of Tennessee 
will join in the operation of a research 
center for basic and clinical studies of ab- 
normal chemical conditions associated with 
mental illness. Research will deal particu- 
larly with schizophrenia, but also with 
other conditions where disturbances in body 
chemistry are thought to contribute to dis- 
orders such as alcoholism. 
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Dr. Cyril J. Ruilmann, state mental 
health commissioner, said Tennessee would 
spend $50,000 to set up the center and 
about $10,000 a year to operate it. The 
university will share the operating costs. 


+ * * 


A recent survey of illnesses among seamen 
in the U. S. merchant marine disclosed an 
increase in the number of psychologically 
disturbed men. 

The survey, issued by Bruno J. Augenti, 
president of the Marine Index Bureau, was 
based on insurance reports. It showed 462 
cases of psychoneurosis among 58,500 sea- 
men of the active merchant marine in 1957, 
for a rate of 0.79%. Mr. Augenti said the 
percentage of mental cases in 1954 was 0.36; 
in 1955, 0.45, and in 1956, 0.55. 


LEGISLATION 


Congress voted $52,419,000 for the National 
Institute of Mental Health for fiscal 1959— 
$15,000,000 more than last year. Most of 
the increase will go into research grants and 
training programs. 

Congress earmarked $4,000,000 of the in- 
crease for research in psychopharmacology. 
The additional funds will enable the in- 
stitute to expand basic research on the ef- 
fects of drugs on the mentally ill and to 
speed the development of screening tech- 
niques used in determining the effective- 
ness of particular drugs on particular 
patients. 


The Michigan house of representatives 
voted 82-0 to use vacant beds in state 
tuberculosis sanatoria for the care of men- 
tal patients. Rep. Willard I. Bowerman, 
Jr., says the legislation would help solve the 
state’s pressing need for more mental health 
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facilities. Sen. John P. Smeekens is work- 
ing for senate approval of the bill. 


Findings in the most comprehensive exami- 
nation of criminal and civil laws affecting 
the mentally ill ever undertaken in this 
country or abroad will be reported soon by 
the American Bar Foundation. 

The report will include a state-by-state 
analysis of statutes, administrative regula- 
tions and court cases on commitment, in- 
competency, domestic relations, personal 
and property rights, sterilization, psycho- 
pathy and insanity as a defense in criminal 
law. 

According to Nicholas N. Kittrie, director 
of the foundation’s project on the rights of 
the mentally ill, this is the first time an at- 
tempt has been made to evaluate the inter- 
relationships of these laws. 

The foundation also expects to carry on 
field studies of actual practices, beginning 
with commitment, to see if day-to-day oper- 
ations of the laws achieve their objectives. 
So far, research conducted by the founda- 
tion has exposed many deficiencies in the 
laws, and great diversity between written 
law and actual practice. It has also dis- 
closed basic conflicts between the legal pro- 
fession and other professions concerned 
with the mentally ill. 

Eventually the foundation expects to 
draw up model legislation based on its 
research findings. 


. » * 


A national legislative service was created by 
the board of the National Association for 
Mental Health at its June 21-22 meeting. 
Judge Luther Alverson, NAMH president 
and board chairman, was authorized to ap- 
point a national legislative committee. 
The purpose of the new program is to 
provide mental health associations with in- 
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formation and guidance on federal and 
state legislation bearing on NAMH’s basic 
objectives: “to work toward the improved 
care and treatment of the mentally ill and 
handicapped; for improved methods and 
services in research, prevention, detection, 
diagnosis and treatment of mental illnesses 
and handicaps; and for the promotion of 
mental health,” 


CARE AND TREATMENT 


The Connecticut Mental Health Depart- 
ment has received a federal grant of $39,819 
to establish a psychiatric service for ado- 
lescents and young adults in the New Haven 
county jail. 

The project, subsidized by the National 
Institute of Mental Health, calls for psy- 
chiatric screening and diagnosis, care and 
treatment where indicated, follow-up and 
after-care, and psychiatric consultation to 
jail personnel. 

The service will focus on 16- to 25-year- 
olds of both sexes. Close to 800 are jailed 
€ach year for an average stay of about six 
months, 

Public psychiatric services neglect this 
age group, according to Acting Mental 
Health Commissioner Elias J. Marsh. 
Although psychiatric services are fairly 
vmmon in state prisons, federal peniten- 
Maries and reform schools, Commissioner 
Marsh believes Connecticut's is the only 
Program of this kind in a county jail. 

“The new service is intended to provide 
Psychiatric help at what may be the ado- 
“scent’s last barrier against a fixed course 
™ crime,” he said. 


For a large proportion of psychiatric pa- 


tients hospitalization is unnecessary and 
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outpatient treatment entirely effective, ac- 
cording to a study conducted by an English 
mental hospital. 

In 10 months family doctors referred 
1,192 patients—376 men and 816 women— 
to Graylingwell Mental Hospital in Chi- 
chester. Nearly a quarter of the patients 
were 65 or over. Instead of admitting them 
to the hospital, the staff treated them in 
their homes or in the outpatient clinic, 
some with drugs, others with electroshock 
or insulin, still others with individual or 
group psychotherapy. 

As a result, admissions to the main hos- 
pital fell by almost 60% and toa neighbor- 
ing mental hospital by 77%. Outpatient 
treatment proved effective in preventing 
the hospitalization of the elderly patients, 
most of whom suffered from depression and 
were especially reluctant to enter a hospital. 

Graylingwell’s psychiatrists pointed out 
that the success of such a plan depends on 
good public relations, cooperative patients 
and a favorable home atmosphere. 


A recent study of 253 patients entering 
Mount Sinai, a general hospital in New 
York, for treatment of physical illnesses 
showed 2 out of 3 were suffering psychiatric 
disorders of which they and their families 
were unaware. 

Dr. M. Ralph Kaufman, director of the 
hospital's psychiatric department, said diag- 
nosable psychiatric disease was found in 
169 of the 253 patients. A total of 36% 
(91 patients) suffered from a psychoneuro- 
sis, 13.7% (35 patients) from a character 
disorder, 5.5% (14 patients) from overt or 
latent schizophrenia, and 5.1% (13 patients) 
from senility with or without psychosis. 

Among patients admitted for illnesses 
of psychosomatic origin—duodenal ulcers, 
asthma, colitis, etc.—85%, had a diagnosable 
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psychiatric illness. Of those whose symp- 
toms created a medical diagnostic problem, 
89%, had a diagnosable psychiatric illness. 
Dr, Kaufman also found that those with- 
out psychiatric diseases were less likely to 
be markedly disturbed by their physical 
illness than were those with a neurosis. 


Delaware has opened the first state-sup- 
ported day care center for severely mentally 
retarded children in the U. S. Only the 
most helpless of the mentally retarded are 
accepted for care—from 9 to 5 five days a 
week. The purpose is 2-fold: 


© To try to train the children in the basic 
phases of self-care. 


è To relieve their parents of the constant 
strain of taking care of them at home. 


This is the first of a series of centers to 
be set up throughout Delaware under the 
jurisdiction of Dr. M. A. Tarumianz, state 
mental health director. 


* * * 


Seven New Jersey psychiatrists have re- 
turned from England where they studied 
the administration of Britain’s famed open 
mental hospitals. They paid particular at- 
tention to the operation of patient govern- 
ment, the therapeutic influence of unlocked 
wards and the significance of warm relations 
between British mental hospitals and the 
communities served. 

The group included Dr. Archie Crandell, 
medical superintendent of Greystone Park 
State Hospital; Dr. Harry H. Brunt, Jis 
medical director of New Jersey's newest 


psychiatric hospital at Ancora; Dr. Robert ` 


E. Bennett, medical director at the state’s 
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Neuropsychiatric Institute; Dr. J. Berkeley 
Gordon, medical director of Marlboro State 
Hospital; Dr. Harold S. Magee; Dr. Paul 
Haun, director of psychiatric education in 
the New Jersey Department of Institutions 
and Agencies, and Dr. Robert S. Garber, 
president of the New Jersey Neuropsychi- 
atric Association. 

The on-the-spot study, financed by the 
Milbank Memorial Fund, was one result of 
a series of lectures here last winter by Dr. 
Bertram Mandelbrote, outstanding English 
psychiatrist. During his visit to this coun- 
try, which was arranged by Dr. George S. 
Stevenson, editor of Mental Hygiene, Dr. 
Mandelbrote stimulated considerable inter- 
est in the open hospital, and soon after- 
wards an account of his experiences in un- 
locking the doors of a Gloucester mental 
hospital appeared in the January 1958 issue 
of Mental Hygiene. 

As a result of a similar tour last year for 
New York state hospital superintendents, 
important changes were made in the opera- 
tion of these hospitals, and several New 
Jersey hospitals have already established 
unlocked wards. 


In what is believed to be the first program 


of its kind in the U. S., three state mental 
hospitals on Long Island are using the facil- 
ities of a mental health association for the 
treatment of patients released after hospital- 
ization for mental illness. 

Staff members of Pilgrim, Central Islip 
and Kings Park State Hospitals are treating 
patients in an after-care treatment center set 
up on the second floor of the building hous- 
ing the Mental Health Association of Nas- 
sau County, N. Y. The hospitals supervise 
the program and supply all drugs, equip- 
ment and personnel. 

One big advantage, besides the central 


location, is the atmosphere of the building. 
Many former mental patients who dreaded 
going back to the hospital for follow-up 
treatments are much more willing to come 
to the business-like office building. 

The mental health association expects at 
least 240 patients to use its facilities, most 
of them once a week. Their treatment 
varies, with some receiving drugs, others 
psychiatric counseling. 

In another move to expand community 
Services to the mentally ill of Nassau 
County, the mental health association con- 
vinced trustees of a new general hospital in 
Valley Stream of the necessity of providing 
at least 24 beds for psychiatric patients. 
This doubles the facilities for hospital treat- 
ment of the mentally ill in the county and 
marks the first time beds have been made 
available for mental patients in a local 
volunteer general hospital. 


Taking advantage of the opportunity to see 
a modern mental hospital in action, 1,400 
visitors attended an open house at South 
Florida State Hospital in Hollywood on 
Mental Health Sunday, April 27. 

Greyhound buses loaded with relatives, 
friends and visitors from Miami and other 
Southeastern Florida points were met at the 
Hollywood station by volunteers who pro- 
vided transportation the rest of the way to 
the hospital. 

z The hospital's master plan focuses atten- 
tion on the individual as much as possible. 
Patients live and are treated in small l-story 
buildings connected by covered walkways. 
Each building has its own patio or recrea- 
tion yard. 

_The receiving section, heart of the hos- 
Pital, has wards for intensive treatment of 
the acutely ill with a favorable prognosis. 
It is connected by open loggias with six 
32-bed convalescent cottages. 
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When completed, the $15,000,000 plant 
will provide 1,600 beds. 


REHABILITATION 


The Hogg Foundation for Mental Health 
of the University of Texas is undertaking a 
major study of the problems of discharged 
or furloughed mental hospital patients as 
they attempt to readjust to community liy- 
ing. For two years an observation team com- 
posed of a psychiatric social worker and a 
social scientist will study patients in four 
communities of less than 50,000 population. 
The study team will not be concerned with 
medical problems or therapy but will work 
for “understanding of the adjustment prob- 
lems which the patient meets in attempting 
to bridge the gap between the mental hos- 
pital and the resumption of normal family 
and community living.” 


TRAINING 


Universities and state mental hospitals in 

the western part of the U. S. are developing 

an interstate telecommunication network to 

provide in-service training for all psychi- 

atric workers in the region. The aim is to 

link the teaching and research going on at 

the university training centers with the. 
treatment programs in the hospitals and to 

break down the hospitals’ geographic and 

pyschological isolation. 

The project is similar to that carried on 
by the University of Nebraska for midwest 
institutions. 

Under the plan, lectures, case seminars 
and other teaching activities originate at 
any western hospital or university. Listen- 
ers in other institutions interrupt with a 
question or participate in the discussion 
and are heard throughout the circuit. 
Visual aids and background information 
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are distributed beforehand whenever 
possible. 

The pilot project links the University of 
Utah and state hospitals in Provo, Utah; 
Evanston, Wyo.; Blackfoot and Orofino, 
Idaho; Warm Springs, Mont., and Reno. 


* * * 


The downstate medical center of the State 
University of New York has announced a 
program to train researchers in psychiatry 
leading to the degree of doctor of medical 
science. It is open to M.D.’s who have 
completed three years of residency training 
in psychiatry. 


* * * 


Ten years ago only 19 U. S. medical schools 
provided general undergraduate training in 
psychiatry; today 82 schools of medicine 
and 6 schools of osteopathy now teach psy- 
chiatry, according to the U. S. Public 
Health Service. 


To enable staff members of southern men- 
tal hospitals to observe new or unusual 
methods of treatment, administrative or 
training programs in other hospitals, the 
National Institute of Mental Health has 
made a sizable grant to the Southern Re- 
gional Education Board. The grant totals 
$42,000 for 1958-59, $48,000 for 1959-60. 

Applications for individual grants not to 
exceed $500 should be made to SREB 
through the administrator of the applicant’s 
hospital. 


PUBLIC INFORMATION 


As a feature of its 50th anniversary year the 
Connecticut Association for Mental Health 
presented a series of five television programs 
titled “New Frontiers in Mental Health” 
over station WNHC-TV, New Haven. 
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The programs described new trends in 
delinquency control, drug treatment and 
rehabilitation of mental patients, and 
citizen action on behalf of the mentally ill. 
They featured talks by mental health lead- 
ers, film clips showing patients responding 
to drug therapy, and the personal appear- 
ance of a former mental patient, now an 
attractive and successful businesswoman. 

The series has been kinescoped and dis- 
tributed nationally by Smith Kline & French 
Laboratories’ mental health education unit. 


* * * 


The May 18 telecast of “The Key,” NAMH 
film about mental illness, was carried by 96 
television stations throughout the country, 
the National Broadcasting Company re- 
ports. This exceeds the number which 
carried the moving “Out of Darkness” two 
years ago. 


MEETINGS 


Adlai E. Stevenson will deliver the major 
address at a banquet sponsored by the Na- 
tional Association for Mental Health No- 
vember 20 in Kansas City, Mo. The event 
will be the highlight of the association’s 8th 
annual meeting and National Mental 
Health Assembly, scheduled for November 
18-21. 

The annual assembly will be preceded 
November 16-18 by a national training 
conference sponsored by NAMH for execu- 
tive directors of state and local mental 
health associations. 

All assembly sessions will focus on the 
main theme of recruiting and training 
thousands more volunteers for service in 
the fight against mental illness—for direct 
service to patients and their families and 
for work on boards and committees of 
mental health associations. 

In four half-day workshops, participants 
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will discuss services provided by mental 
health associations to the hospitalized pa- 
tient and the homecoming patient, services 
designed to promote and maintain mental 
health, and methods of telling the mental 
health story. 

Plans for the 1959 Mental Health Cam- 
paign will be reviewed at a luncheon ses- 
sion Wednesday the 19th. 

National board meetings are scheduled 
for Tuesday the 18th and Friday the 21st. 
Delegates are to transact association busi- 
ness at sessions Tuesday and Thursday the 
20th. 

Mental health films will be previewed 
Thursday and Friday mornings at the 
breakfast hour. 

Social events in addition to the Thursday 
banquet will be buffet suppers Tuesday, a 
reception Wednesday and a final luncheon 
Friday. 

All sessions will be held in the Hotel 
Muehlebach. 


The health of America’s workers will be 
the subject of the 1959 National Health 
Forum. It will be held in Chicago next 
March under the auspices of the National 
Health Council and its member agencies, 
Including NAMH. 


A total of 53 leading educators and other 
Professional workers participated in a Na- 
tional Assembly on Mental Health Educa- 
tion held September 10-13 at Cornell Uni- 
Versity. It was jointly sponsored by the 
American Psychiatric Association and the 
National Association for Mental Health. 
A Project of Pennsylvania Mental Health, 
Ihc, NAMH affiliate, the assembly was the 
first of its kind so far as is known. 
Participants included educators, psychol- 
°Bists, psychiatrists, communications ex- 
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perts, sociologists, social workers and others 
influential in mental health education. 

The main purpose of their deliberations 
was to be of assistance to the citizens’ mental 
health movement by: 


© Identifying as relatively useful or not use- 
ful the current assumptions, concepts and 
goals of mental health education. 


© Suggesting mental health education’s fu- 
ture course. : 


@ Indicating what significant research on 
mental health education can and should 
be carried out. 


All sessions of the assembly were recorded 
and a report will be prepared which is ex- 
pected to have a considerable impact on 
mental health education in the future. The 
report, which will be given the widest pos- 
sible distribution, will also serve as the 
basis for an institute next year for key per- 
sonnel of state and local mental health 
associations. 


The present status and potentialities of vol- 
unteer services to mental patients in hos- 
pitals and other community facilities were 
explored in a 5-day conference held June 
12-17 in Chicago. 

The conference, which took place after a 
year of preparation, was administered by 
the American Psychiatric Association, 
financed by a $50,000 grant from the Na- 
tional Institute of Mental Health, and co- 
sponsored by the American Hospital Asso- 
ciation, American National Red Cross, 
National Association for Mental Health, 
and Veterans Administration. Dr. Daniel 
Blain, then APA medical director, and Dr. 
Harvey Tompkins, chairman of the APA 
committee on standards for mental hos- 
pitals and clinics, were co-chairmen of the 
conference. 
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More than 60 mental health leaders took 
part, including state mental health commis- 
sioners, mental hospital superintendents, 
coordinators of volunteer service programs, 
executives of national voluntary service or- 
ganizations, hospital chaplains, occupa- 
tional and recreational therapists, and staff 
members of mental health associations. 

This was a working conference devoted 
to a critical evaluation in small groups and 
plenary sessions of the reports of four prep- 
aratory commissions. The object of the 
preparatory work was to assemble all pos- 
sible information about existing volunteer 
programs including, for example, how many 
volunteers work in what kind of hospitals 
and community agencies; what kinds of 
work they do; what is judged to be their 
unique contribution over and above rou- 

tine assistance to staff members; what spe- 
cial qualities volunteers have; how they fit 
into the administrative operation of the 
hospital; how they are recruited, and what 
potential contribution they might make in 

the context of the growing integration of 

the mental hospital and the community, 

specifically as regards assistance to the men- 

tally ill both before and after hospitaliza- 

tion. 

Much discussion centered on the findings 

of a comprehensive questionnaire sent to 

psychiatric institutions of all types—federal, 

state and private mental hospitals and state 

and private schools for mentally retarded. 

This study was intended to gather basic 
data about existing volunteer programs, to 

ascertain their accomplishments, goals and 
limitations. While the study brought out 
many useful facts and opinions about vol- 
untary service, members of the conference 
found that the material revealed trends 
rather than precise data—mainly because 
most hospitals have had volunteer programs 
for a relatively short time and because these 
programs are growing and developing so 
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rapidly that it is difficult to obtain accurate 
statistical information. 

The survey revealed that the 43,000 regu- 
lar and occasional volunteers in psychiatric 
institutions are working in nearly all de- 
partments and are performing a great vari- 
ety of tasks. The majority are reported by 
recreational and occupational therapy de- 
partments, since many groups come in to 
provide entertainment, special parties and 
such, There are also a sizable number of 
regular volunteers who work in a direct 
person-to-person relationship with patients, 
and others who assist the staff with clerical 
and administrative duties. 

The fact-finding group uncovered the ex- 
istence of many unusual types of volunteer 
contribution, which might well be devel- 
oped as the programs continue to expand 
and mature. 

Members of the conference agreed that 
apart from top administrative acceptance 
and support a director of volunteers is the 
main factor in assuring the success of a 
volunteer program. Careful administrative 
planning is essential. Volunteers must be 
clearly informed of the hospital’s policies 
regarding their work and the over-all vol- 
unteer program. 

Discussion of costs prompted the comment 
from one participant that a volunteer pro- 
gram probably offers the “best bargain for 
the hospital dollar.” Certain recruitment 
and training expenses are inevitable, as is 
an increase in administrative overhead. In- 
surance coverage was found to vary in dif- 
ferent organizations and sections of the 
country. It was suggested that a thorough 
study be made of insurance plans to cover 
volunteers and that certain groups, includ- 
ing the APA and the Council of State Gov- 
ernments, might examine the question of 
workmen’s compensation for volunteers in- 
jured on the job. 

Members of the conference agreed that 
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volunteers can be used anywhere in the 
hospital depending upon their qualifica- 
tions and personalities, but that as a policy 
they should not replace paid personnel. 
In general, volunteer services should be 
used to meet the needs of the patients 
rather than the needs of the hospital. 

Discussion of recruitment and training of 
volunteers also emphasized meeting the 
human and material needs of the patients. 
The needs of the volunteers themselves were 
also considered, however, and several rec- 
ommendations concerned recognition of 
volunteer services. Recognition, it was 
pointed out, should include not only certifi- 
cates and awards, but sincere appreciation 
by the hospital administration of the vol- 
unteer’s contribution, and increased respon- 
sibility where individual ability and interest 
make it desirable. 

Good training and supervision were de- 
clared vital to a good program. Placement 
of a volunteer where he can do the most 
good and thus get the most satisfaction is 
mandatory. In general, it was decided this 
should be the responsibility of the hospital’s 
director of volunteers, although it is also 
important that the heads of other depart- 
ments wholeheartedly accept the assignment 
of volunteers to their specific areas. 

Members of the conference agreed that 
the quality of volunteers is more important 
than the number, and emphasized that re- 
Ctuiters are not limited in their search for 
quality volunteers. All segments of the com- 
munity are potential resources for first-rate 
People. Mentioned as untapped “volun- 
teer pools” were labor unions, college stu- 
dents and personnel officers in industry. It 
Was suggested that personnel officers often 
know of retired people (especially men, for 
Whom there is a great need) who would be 
_ Blad to offer time and talents. 

If it is true that hospital volunteer pro- 
8tams are still in the stage of growth and 
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expansion, community programs of service 
to psychiatric patients are in an even earlier 
stage of development, the preparatory com- 
mittee discovered. It found, however, many 
examples of dynamic direction and eager 
participation. 

The conference pointed out that a vol- 
unteer who works with psychiatric patients 
in the community will have a better knowl- 
edge of the subject if he has already had 
experience in a psychiatric facility. Fur- 
thermore, the group felt that once a hospital 
has started a volunteer program, it should 
work actively to extend this program into 
the community, thus achieving continuity 
of treatment and help for the patients and 
a group of experienced volunteers in the 
community. 

These community volunteers can accom- 
plish a great deal: they can establish a 
therapeutic relationship with ex-patients 
and their families; they can organize new 
community facilities to assist ex-patients in 
their readjustment to community life; they 
can assist in discovering job opportunities 
(although the conference felt that job place- 
ment and follow-up should continue to be 
the responsibility of paid professional 
workers); they can do a great deal, directly 
and indirectly, in educating the general 
public about mental illness; finally, they 
can do much to implement social and legis- 
lative action on behalf of the mentally ill 
and the mentally retarded. (It was noted 
that community programs for the mentally 
retarded seem to be better organized than 
do those for the mentally ill.) 

At the final session of the conference a 
6-man editorial board was appointed from 
the membership to work with Mrs. Natalie 
Spingarn, a professional writer, in prepar- 
ing a book based on the conference findings. 
The two co-chairmen, Dr. Blain and Dr. 
Tompkins, will represent APA; Dr. John 
Blasko, VA; Miss Mary Mackin, NAMH; 
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Mrs. Katherine Mills, ARC; and Mrs. Viola 
Pinanski, AHA. Mrs. Ruth Knee of NIMH 
will serve as ex-officio consultant to the 
editorial board. 

Until the publication of the book the 
preparatory materials and documents con- 
taining the deliberations at Chicago will 
remain the property of the conference and 
will be released to individuals only upon 
approval by the editorial committee. 

The steering committee representing the 
five co-sponsoring organizations of the con- 
ference will continue in existence to con- 
sider a follow-up public meeting based on 
the findings of the conference. It is antici- 
pated that representatives from all inter- 
ested agencies will be invited to attend this 
meeting, which will feature national speak- 
ers but will center mainly on audience 
participation. The basic purpose of the 
public meeting will be to implement the 
work of the conference and to promote en- 
thusiasm and publicity about volunteer 
services to psychiatric patients. 

The public meeting will be held some- 
time within the next year in conjunction 
with the publication of the book. The date 
will be announced later. 


APPOINTMENTS 


On September 1 Dr. Mathew Ross suc- 
ceeded Dr. Daniel Blain as medical director 
of the American Psychiatric Association. 
Dr. Blain, medical director since 1948, 
joined the Western Interstate Commission 
for Higher Education on September 15 as 
director of its mental health training and 
research project. 


Dr. Ross, 41, has been assistant clinical — 


professor of psychiatry and psychology at 
the UCLA Medical Center. For several 


years he has been in private practice in Los 
Angeles and has also served as attending 
psychiatrist at a number of hospitals. 
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He is a native of Massachusetts and was 
graduated from Tufts Medical School in 
Boston. He received his residency training 
at the Brentwood VA Hospital in Cali- 
fornia and had three years of training with 
the Los Angeles Psychoanalytic Institute. 

He has been an APA member since 1948 
and a fellow since 1953. He is also a mem- 
ber of the Group for the Advancement of 
Psychiatry’s committee on college students. 

During his decade of service with APA, 
Dr. Blain received national and interna- 
tional recognition for his contribution to 
the attack on mental illness and the promo- 
tion of mental health. In announcing 
his appointment, Dr. Harold Enarson, 
WICHE’s executive director, said Dr. Blain 
had been encouraged to take the new post 
by expressions of support from western gov- 
ernors, legislators, educators, public health 
officials, mental hospital superintendents 
and prominent laymen. 

WICHE's interest in mental health dates 
back to 1954 when legislators from 11 west- 
ern states and Alaska requested the Council 
of State Governments and the commission 
to undertake a regionwide survey of mental 
health training and research. As a result 
of this survey and with a grant from the 
National Institute of Mental Health, 
WICHE organized the Western Mental 
Health Training and Research Council. 
The council has the following aims: 


© To help hospitals and universities of the 
West do a better job of training mental 
health specialists. 


e To work for the establishment of new 
training centers. 


@ To encourage researchers to find new 
ways to ease the burden of mental illness, 
especially through cooperative projects. 

© To encourage the states to share experts 
and facilities. 


_ Dr. John D. Benjamin, a psychiatrist affili- 
_ ated with the University of Colorado's 

_ school of medicine, has been appointed to 

the National Advisory Mental Health 
~ Council. 

The council's 12 members are leaders in 
medicine, science, education and public af- 
fairs. Their duties during their 4-year 
terms consist of giving advice and making 
recommendations to the Surgeon General 
of the U. S. Public Health Service regarding 
NIMH programs. 


PUBLICATIONS 
Three articles on the open mental hospital 
appear in a new brochure, An Approach to 
the Prevention of Disability from Chronic 
Psychoses, published by the Milbank Mem- 
= orial Fund. The articles are “Ingredients 
_ of a Rehabilitation Program” by Dr. Robert 
C. Hunt, “HospitalCommunity Relation- 
ships” by Dr. Duncan Macmillan and “Le- 
gal and Administrative Implications of 
Rehabilitation” by Dr. Robert H. Felix. 
The brochure reports the proceedings of 
the 34th annual conference of the Milbank 
Memorial Fund, 1957, Part 1. It is avail- 
able for $1 from the fund. 


A report on a survey of New York City’s 
mental health consultant and education 
Services has been published by the Com- 
munity Council of Greater New York. The 
Study was made for the city’s Community 
Mental Health Board. 

The report is available for $3 a copy 
from the council’s publication division at 
345 E. 45th St., New York 16. 

‘ 
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_ Anew pamphlet which asks, and tentatively 
answers, the question—when does a person 
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néed to change?—has been published by the 
Hogg Foundation for Mental Health at the 
University of Texas. 

The pamphlet, written by Robert L. 
Sutherland of the foundation, briefly dis- 
cusses 15 slight danger signals indicating 
that a person may need to change: system- 
atizing everything, resenting evaluation, 
nagging, procrastinating and so on. 

The pamphlet also reviews various ap- 
proaches to change—psychotherapy, role- 
playing, milieu therapy and others. A 
short list of suggestions for further reading 
includes an NAMH publication, How to 
Deal with Your Tensions. ' 

Copies of Can an Adult Change? are avail- 
able for 25¢ each from the Hogg Founda- 
tion for Mental Health, University of 
Texas, Austin 12. 


Readers of Mental Hygiene will be de- 
lighted to learn that an error of noteworthy 
proportions was made in the July issue. In 
attributing the quotation on page 358 we 
referred, woefully, to the “late” Homer 
Folks, standard-bearer of American social 
work for half a century and more. 

We are happy to take this opportunity to 
note now that the hardy Mr. Folks is 91. He 
lives with his daughter, Mrs. Lawrence M. 
Orton, at 261st St. and Palisades Ave., in 
Riverdale, N. Y. It is a source of consid- 
erable satisfaction to him that his views on 
the community's responsibility for the men- 
tally ill are as valid today as when he voiced 
them in 1911. 

A collection of Mr. Folks’ addresses and 
writings on mental health and other sub- 
jects will soon be published, as Public 
Health and Welfare—The Citizens’ Re- 
sponsibility, by Macmillan. 
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